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sychiatry has had a long, rough, devious 
Pp road both in theory and practice, from 

Hippocrates to Percival Bailey, the dis- 
tinguished neurologist, and his academic 
lecture before the American Psychiatric Asso- 
ciation several years ago with its penetrating 
critique of psychoanalysis; from Alemaeon to 
Magoun, from Celsus to Rush, from Vives to 
Weyer to Freud and Jung. It is a long way 
from Leviticus where “a man. . . that hath a 
familiar spirit, or that is a wizard, shall surely 
be put to death”"—a long way to Monte Cas- 
ne 
the relatives ... watch over him .. . in the best 
manner they know of; and if they are negli- 
gent, let them pay a fine.” 

The ways of treating aberrant and trouble- 
some behaviour have been many—authorita- 
tive, directive, bullying, shaming, cruelty, phy- 
sical shock, chemical, or social and environ- 
mental. Treatment procedures have varied ac- 
cording to temperament, culture, propinquity, 
zeal, hunch, experiment and 
scientific advance. The advent of tranquilizers, 
ataraxics or anti-depressants does not relieve 
the patient, family and doctor from therapeutic 
management. Understanding of motivation 
and the principles of modifying behavior be- 
come more necessary than ever for the phy- 
sicians. Human behavior is more than a 
physico-chemical system. The permanent 
modification of exaggerated, tangential, aber- 
rant behavior requires more than drugs. 


sino. Plato wrote “if any one is insane 


therapeutic 


* Address delivered at the Annual Meeting of the 
South Carolina Medical Association, Myrtle Beach, 
South Carolina, May 19, 1960. 
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Neurosis, psychosis and psychosomatic 
conditions are states of ineffective function 
of the individual. Human behavior is more 
than a_ physical-chemical system. Many 
factors contribute to the effective or in- 
effective functioning of the body and psy- 
chology of the individual. In ineffective 
functioning is involved disappointment, dis- 
satisfaction, fear, anger, guilt, distrust and 
depression. Many moving forces or motiva- 
tions are at cross purposes or in conflict. 
Basic motivations or drives should be under- 
stood by both patient and doctor. Therapy 
that is rational, etiologic and dynamic, and 
not just palliative and sympathetic can be 
developed. Psychotherapy is an experience, 
a collaborative experience and search by 
doctor and patient, not merely an intellectual 
experience or discussion, nor moral suasion. 











Many factors contribute to the effective 
functioning of the body and psychology of the 
individual. When there is ineffective function- 
ing there is disappointment, dissatisfaction, 
frustration and there may be excessive anger, 
fear, guilt, distrust, depression. Many moving 
forces or motivations are at cross purposes and 
conflicts. Patients are often unaware of their 
basic motivations or drives. These should be 
guided and understood (where possible) in 
therapy that is rational, etiological and dy- 
namic and which is not just palliative and 
symptomatic. 

Effective psychotherapy, however, involves 
frequently more than understanding and in- 
sight. It involves goals, levels of aspiration, in- 





volvement and participation, tapping of the 
urges toward growth, self-maintenance, self- 
enhancement—eros, libido, elan-vital (Berg- 
son) in their broadest implications. Therapy 
is not just a development of insight and retro- 
spective reconstruction of the stages of the 
development (etiology) of neurosis and psy- 
chosis. This is a fundamental error in most 
modern theories of therapy including Freudian 
psychoanalysis. Understanding, knowledge, in- 
sight alone do not cure. Many “cures” take 
place without insight and understanding; in 
electroshock, insulin treatment, the use of 
ataraxics and even in psychoanalysis. There 
must be emotional involvement, on the part 
of the patient, a peculiar combination of eros 
and aggression. Helped by the ferment-like 
action of the therapist, explorations take place 
in growth, in capacities, in possible resolutions 
of difficulties. Buber, the great theologian of 
Judaism, in his existential formulation of the 
I and Thou, instead of I and It made an 
important contribution to modern psycho- 
therapy. 

Physicians and surgeons in the future will 
be called on to do more psychotherapy than 
ever. Various methods of psychotherapy are 
available to the general practitioner: ventila- 
tion psychotherapy in repeated, unhurried 
interviews; supportive psychotherapy based on 
facts of physical examination and implemented 
by physiotherapy and hydrotherapy; guidance 
psychotherapy including occupational and 
recreational suggestions; explanatory psycho- 
therapy; and dynamic growth therapy. In 
many cases it is possible to achieve solid re- 
covery without insight when enough time is 
allowed for the readjustment of the instinctive 
and the moral super-ego forces of the patient. 

Various methods of psychotherapy are avail- 
able to the practitioner — well outlined in the 
following tables from Dr. H. Yaskin. 

Psychoanalysis and some of the other meth- 
ods are reserved for the specialists. However, 
psychoanalytic theories and practice have 
great influence on standard psychotherapy 
today. All methods can be used appropriately 
at different times with the same patient or 
with different patients. A multifactorial ap- 
proach is more often than not indicated—often 
including the use of drugs. Experience enables 


TABLE 1 
METHODS OF PSYCHOTHERAPY 
(H. Yaskin, M. D.) 
I. METHODS FOR THE GENERAL PRACTI- 
TIONER 
(Symptomatic Psychotherapy ) 
A. AERATION OR VENTILATION PSYCHO- 
THERAPY 
1. By means of the history 
2. By means of repeated, unhurried interviews 
3. Opportunity for confession and life history 
discussion 
B. SUPPORTIVE PSYCHOTHERAPY 
1. By means of physical examination 
. Judicious reassurance 
. Establishment of rapport and opportunity 
for healthy identifications 
4. Suggestion and giving of illuminating infor- 
mation 
5. Medicinal and physical treatment including 
physio-and hydro-therapy 


2 
3 


TABLE 2 
METHODS OF PSYCHOTHERAPY 
(H. Yaskin, M. D.) 
I. METHODS FOR THE GENERAL 
TIONER 
(Symptomatic Psychotherapy ) 
C. MANIPULATIVE PSYCHOTHERAPY OR 
ADJUNCTIVE PROCEDURES 
1. Occupational therapy 
2. Development of hobbies 
3. Establishment of daily routine 
. Diversion and entertainment 
. Vocational guidance 
6. Changing environmental attitudes 
D. EXPLANATORY PSYCHOTHERAPY 
1. Desensitization 
2. Persuasion and re-education 
3. Suggestion, direct or implied 
E. DYNAMIC GROWTH THERAPY ( Appel ) 


PRACTI- 


one to select a number of these procedures 
that seem possible and helpful at a given time. 
There are dangers in authoritarian direction 
except in severest conditions, where it is 
certainly indicated. It may arouse antagonism, 
uncooperativeness or unwholesome depen- 
dency. Suggestions of alternatives for decision 
and action, for the patient to select, may 
stimulate a patient's initiative, resourcefulness 
and independence; but assurances which are 
contrary to fact may cause distrust of the 
physician and work toward his diminished 
effectiveness or downfall in serious conditions. 

Psychoanalysis has been largely incorpo- 
rated into general psychiatry, as is shown in 
Table 3. 
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TABLE 3 

PSYCHOANALYSIS IN PSYCHIATRY 

Unconscious 

Repression — Resistance 

Dissociation 

Defense Mechanisms 

Transferences 

Abreaction 

Analysis 

Insight 


Complexes—Oedipus 
Castration 
Infantile Impulses 
Fantasies 


The concepts above the line have been 
largely accepted by general psychiatry. The 
exceptions are the use of the couch, the depth 
of analysis, the significance of the oedipus and 
castration complexes, and the interpretation 
of dreams, fantasies and infantile impulses. 

Table 4 shows the principles of psycho- 
analytic therapy, and the various aspects of 
it. 


TABLE 4 
PSYCHOANALYTIC THERAPY 
RELATIONSHIP WITH THERAPIST: 
Confidence, support, submission, 
distrust, antagonism, receptive, 
permissive 
FEELINGS: 
Intense, exaggerated, distorted, 
inappropriate, displaced, habitual 
ABREACTION — Ventilation — Express feelings 
TRANSFERENCE — Displacement 


FREE ASSOCIATION 
INTELLECTUAL ANALYSIS — Interpretation 
Dreams — 
Fantasies 
Psychoanalysis has influenced psychotherapy 
as seen in this chart. Contemporary psycho- 
therapy operates to a large extent on the con- 
cepts of psychoanalysis down to the line in- 
dicated in the Table. Below this, free associa- 
tion, analysis and the interpretation of dreams 
and fantasies are not employed in psycho- 
therapy with anything like the detail and con- 
sistency as in psychoanalysis. A definition of 
psychotherapy that has been useful is the 
following: helping people handle their feel- 
ings, motivations, and behavior more effec- 
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tively. This indicates the broad nature of psy- 
chotherapy; it is not limited to words, planned 
rational discussions, reasoning or argument. 
People can often influence others more effec- 
tively by what they do, their manner and at- 
titude than what they say. What is left unsaid 
is sometimes more important in human rela- 
tions and in treating emotionally sick people 
than what is said. It is a great art to know 
when not to voice the truth. Dr. Samuel 
Crothers said that the ability to know what 
people do not want to hear about themselves 
and not to say it is a good definition of tact. 
Adolph Meyer at Baltimore and Freud at 

Vienna looked upon the majority of nervous 
and mental conditions, of neurosis and psy- 
chosis, as the distortion of developmental 
processes, as reactions to experience and situa- 
tions rather than as the result of heredity and 
constitution. Reactions to people and circum- 
stances during growth produce predisposing 
tendencies or habits. Table 5 shows the normal 
process of growth into effectiveness, satisfac- 
tion and health. 
TABLE 5 

Effectiveness 

Problem Solving 

Satisfaction 

Health 


1. Growth 


Growth is an expanding, outgoing, and organ- 
izing series of processes or manifestations of 
the organism. Freud used the words libido, 


TABLE 6 

2. Fear-anxiety 
Blocks Frustration 
Distortions Anger-hostility 

by Guilt 

Circumstances Illness 

Illness 

Operation 

Accidents 


Frustration 

Neglect 

Rejection 

Domination 

Dependency—over-protection, over 
anxiety 

Experience 

Constitution 

Heredity 








sex, love, much of which is indicated by the 
word growth. There is something creative 
about all this. 


Table 6 indicates the various blocks in the 
normal process of growth. They produce fear, 
anxiety, anger, hostility, guilt, ineffectiveness, 
suffering, illness. 


The interferences may be many, the customary 
runs of illness, misfortune, catastrophe, finan- 
cial or personal, death, or they may be the 
more psychological blocks indicated in Table 
6 below the dotted line. One sees here many 
factors entering into the formation of habits, 
inclinations, predispositions, aversions, tem- 
perament and expectations. One’s expectations 
are tremendously important, whether con- 
scious or unconscious, in the development of 
health or illness. The degree of responsibility 
that one can attribute to an individual varies 
greatly from time to time. This indicates some 
of the reasons why logic and will power have 
their limitations in dealing with strong, pre- 
rational forces and dispositions. 

Anxiety is buffered by the various defense 
mechanisms. Intense expressions of these de- 
fense mechanisms appear in illness—the manic 
overactivity of extroversion; the depression of 
introspection; the suspiciousness of projection; 
the physiological disturbances of the conver- 
sion of emotional tensions into bodily re- 
actions; the antithetical reactions of the 
meticulous, obsessive perfectionist; the re- 
gression of the extreme schizophrenic. 


Psychiatry deals with personal and social 
stresses, whether in the past or present — the 
past being predisposing, and the present being 
precipitating. Experience — handicapping, 
frustrating, disturbing — is the source of the 
ineffective direction of energies, and the asso- 
ciated feelings of frustration, disappointment 
and depression. Personal, social and emotional 
experience is etiological, in the present state 
of knowledge, more often than such things as 
infection, trauma, toxic agents, deterioration 
or tumor. The stresses of experience can be 
injurious (castrating) in a predisposing or in 
a precipitating way. Psychotherapy is a 
counteracting or corrective experience. It is 
experience and practice, prospecting and 
searching, not just discussion, exhortation, 





reasoning or the handing out of correct ideas 
to the patient. 

A patient in his early thirties complained of 
dizziness, palpitation, diarrhoea and weakness; there 
were many pains in various parts of his body; there 
was indigestion and nausea. Many doctors said that 
he had colitis. There were many mood changes but 
chiefly of discouragement, depression and 
anxiety; there was a great deal of indecision, puzzle- 


those 


ment and at times confusion. In a former era of diag- 
nosis one would have called his condition neurasthe- 
nia. Etiologically it turned out that the many pres- 
sures, involved in his mother’s disappointment in the 
attainments of her husband, worked on her son, the 
patient, to compensate for her husband’s deficiencies 
in her eyes. The patient was not only a son but sort 
of a husband-surrogate. Direction, supervision, over- 
concem over-stimulated this patient as a child and 
man. He was too dependent on his mother—really 
identified with her in many ways. This developed a 
psychologically effeminate, passive set of habits, al- 
though physically he appeared quite masculine. These 
guide lines of his mother became in him or in- 
corporated in him, expectations too great for his abili- 
ties, which were above average, but not extraordinary. 
Furthermore he could not stand the aggressiveness of 
business. Aggressive businessmen, situations, and 
practices made him wilt. He could not fight. He 
really feared his father, rather than identifying with 
him as a son should, because his father was extra hard 
on him, recognizing the unusual, protecting maternal 
influence. His expectations and ambitions were his 
super-ego tendencies or social training. His fear, his 
instinctive nature, or his id, in psychoanalytic terminol- 
ogy, was of his super-ego and repressed aggression. 
The aggressive part of his instinctive or id nature, was 
suppressed and repressed by his fear of maternal, 
social or super-ego disapproval. His love impulses, 
his friendliness impulses, his creativity, constructive 
capacities, his abilities were swamped by the emotions 
of fear and repressed aggressiveness and hostility. His 
ego or rational capacities were tremendously handi- 
capped by the overdeveloped fear and submerged 
aggressiveness. His intellect and his skills were not 
able or not free to express themselves adequately. 
Many of his symptoms were manifestations of the 
physiology of fear—namely nausea, diarrhoea, palpi- 
tation, weakness, dizziness. His indecision was a con- 
flict between whether his mother’s ideas or his own 
ideas shculd be the directing ones. Really, here was 
a situation of lost identity. Treatment was in a sense 
the quest for identity. It involved the development 
of security, self-respect, the management of fear and 
the mobilization of proper, normal, personal, social 
and professional aggressiveness. His feeling for the 
doctor, his respect for the doctor really might be 
thought of as the first step in his search and prospect- 
ing for health and competence. He had to develop 
the capacity to assert aggressiveness without guilt. 
With this new aggressiveness, self-respect, assertive- 
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ness, determination, a new personality emerged with 
effectiveness. As this developed his physiological 
autonomic symptoms greatly diminished and often 
disappeared and his psychological balances showed 
new orientations. 

The development of this condition took over thirty 
years. The recovery and the therapy took a number 
of years. The latter involved the judicious and dis- 
criminating use of sedatives, hypnotics and anti- 
cholinergic drugs. But the recovery was not the result 
of the use of drugs alone. The therapy involved 
social, psychological and emotional factors. Psycho- 
logical judgment was quite as important as medical 
judgment, and the start towards recovery was the 
result of the establishment of a secure, understanding 
relationship with the therapist. It was helping the pa- 
tient develop a workable amount of security. 

Psychotherapy was not explaining to the pa- 
tient how he became ill. It was not making 
clear to him the development of his personal- 
ity. However, the search for clarification is 
always important, and understanding of the 
etiological factors, however multiple in every 
case, is very important for the therapist. It is 
much more important for the doctor than for 
the patient. It is desirable, of course, if the pa- 
tient can attain insight, that is to say under- 
standing of the psychological forces at work 
in the development of his condition. However, 
practically this is often such a time-consuming 
procedure that it is not possible to accom- 
plish it except, under minimal circumstances 
— certainly in a small proportion of cases. 
Therapy was not explaining how the pa- 
tient became ill and the psychology of 
insecurity, maternal dependency, the repres- 
sion of aggression, or hostility and the fear or 
guilt therefrom. It was not a discussion of 
psychosomatic medicine. It was a setting, pro- 
viding an opportunity for a search for effec- 
tiveness and the acquisition of security. New 
experience was provided, new conditioning, 
much like the experiments of Pavlov. Such an 
experience was not just intellectual. It was not 
primarily intellectual. It was social, involving 
a relationship and it was emotional. There was 
a great deal of release of feeling, particularly 
the expression of fear and apprehension. How- 
ever this was most often reported as physiol- 
ogy rather than psychology — nervousness, 
weakness, dizziness, palpitation, indigestion, 
lower abdominal pain and diarrhoea. The 
therapeutic process goes on without much 
awareness really. It is automatic and un- 
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conscious. An unconscious readjustment of the 
forces of the personality takes place and this 
does not take place as a result of intellectual 
understanding. The patient made a solid re- 
covery and returned to work without the de- 
velopment of insight. There was a readjust- 
ment of the instinctive moral and super-ego 
forces of the individual so that the executive 
forces of the patient (ego-forces) could take 
over. Such a process of therapy requires 
usually a great deal of time. This is one of the 
great areas open for research. It is hoped that 
new techniques can be developed where a 
combination of drugs, milieu therapy together 
with psychological discussions and guidance 
will sometime greatly shorten the time re- 
quired for effective therapy with many of our 
severely ill patients. 

The psychological mechanism of identifica- 
tion with the therapist is of great importance 
in psychotherapy. The patient gradually takes 
over the point of view of the physician. The 
latter asks questions that are relevant and 
significant. He offers alternatives, experi- 
mental alternatives of procedure. He does not 
direct or dictate. He moves beyond the pa- 
tient’s immediate problems. He has hopes, he 
has confidence in human nature usually. No 
situation is so terrible that something con- 
structive cannot be done. This process of 
identification is an automatic process and does 
not take place as the result of deliberation and 
decision. 

Table 7 indicates in diagrammatic form the 
structure of the personality. There are three 
elements most helpfully thought of — namely 
the intellectual aspect or the ego, the in- 
stinctive emotional forces or the id, and the 
social training forces in the personality or the 
super-ego. The latter are the habits and ex- 
pectations developed as the result of social 
pressures. The conflict in the majority of cases 
is. between the social forces or habits or ex- 
pectations, and the instinctive or emotional 
forces of the individual. The difficulties are 
not in the realm of the intelligence or the in- 
tellect. The 1.Q.s of the majority of patients 
with nervous or mental or emotional. condi- 
tions are adequate. In the patient described 
the conflict was between the maternal ambi- 
tions which were excessive and the fear of 
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them. He felt unable to achieve them. He also 
felt afraid of his father as a standard of mascu- 
line accomplishment. He also was afraid of 
men and their aggressive practice in business. 
He was really afraid of his own initiative, ag- 
gressiveness, anger and hostility. When these 
conflicts were diminished and worked through, 
his hyper-active autonomic responses subsided 
and disappeared. He was not aware of these 
mechanisms. This is what is meant by uncon- 
scious therapy. This can take place without 
insight and it can be very solid in my opinion. 
This may be very irritating to intelligent pa- 
tients because they feel they should under- 
stand why their recovery or improvement has 
taken place, yet an explanation to many may 
be unwise and harmful. There is a regressive, 
entropic passivity, a drift toward illness, in 
most human beings. These tendencies can 
make use of many explanations. Pride, self- 
regard, which exist in most human beings and 
can be assets of course, can reject many ex- 
planations. Explanations can seem too simple. 
The severity of many illnesses may seem to 
the patient especially and often to the family 
to contradict simple explanations. One’s pride 
and self-regard may be offended by many true 
but simple explanations. Therefore it is ap- 
propriate for a physician to work on the basis 
of rather simple formulations or rather un- 
complicated formulations yet not explain them 
to the patient. If the patient himself works out 
these explanations then one is usually on solid 
ground. But in the long run it is best to adopt 
a pragmatic attitude and say “Well this seems 
to have some value to it, this formulation, this 
conceptualization; perhaps it is true. Other 
patients or other psychiatrists might find dif- 
ferent explanations. Let us see whether this 
theory seems to have value, helps us in our 
understanding of your various symptoms and 
is of aid in searching for solutions of your 
difficulty.” In this way dependence on the 
therapist is not developed, prejudice in the 
favor of whatever psychological theory is not 
unfairly weighted, and the patient is given the 
experimental opportunity of developing his 
own understanding of his behavior and im- 
provement in his functioning. A physician 
should thus try to tap the constructive forces 
in the personality — whether one calls it eros, 


elan, or the growth impulses of the patient. 
Psychotherapy should search for and mobilize 
the interests, assets and resources of the pa- 
tient. The positive side is quite as important 
as the negative side — inadequacies and mis- 
takes. So much of psychotherapy customarily 
involves attacking weaknesses, failures, mis- 
takes instead of facilitating strengths and re- 
sources. The positive approach enables the pa- 
tient to expand, take initiative, develop self- 
confidence and constructiveness. I often think 
of successful therapy as touching the positive 
impulses of the patient as indicated in the 
lower lines of the id forces of the personality 
in Table 7 — curiosity, interests, productive- 
ness, creativity, togetherness, sharing, devotion 
to others, friendliness and love — devotion to 
standards and values rather than fear of them 
or hate of them. Patience, consideration and 
understanding and hope are great therapeutic 
forces. In this search for the constructive, in 
the development of constructive relationships 
with another human being, in the development 
of positive feeling, one should bear in mind 
forces indicated in No. 4 in diagram 7. They 
are really the various needs of individuals; the 
need for change, for security, for individuality, 
for difference, for respect, for understanding, 
for togetherness, for sharing, for accomplish- 
ment. Regard for these needs in a relationship 
will often help far more than translation of 
psychopathlogical understanding to the pa- 
tient. 





TABLE 7 
ELEMENTS OF THE PERSONALITY 
1) Ego—the rational 
Perception 
Classification 
Correlation 
Truth 
Logic, reasoning 
Planning and problem solving 
4) Personality Needs 
Change, security, individuality, difference, re- 
spect, understanding, togetherness, accom- 
plishment 


2) Id—the emotional 3) Super-ego—the social 


Chemistry Attraction — liking 
Metabolism Aversion — disliking 
Energy Identification, trans- 
Emotions and Impulses ference 

Love with Opposition — 

Fear away reversal 

Hate against Expectations 

Love includes: elan, Aspirations 

eros, libido, growth, Standards 

curiosity, interests, Values 

productiveness, Duty 

creativity 
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Francis Peabody, one of the great physi- 
cians of his age said, “One of the essential 
qualities of the clinician is his interest in 
humanity, where the secret of the care of the 
patient is in caring for the patient.” Modern 
practical basic psychotherapy proceeds on this 
basis. 

In conclusion then, the point of view de- 
veloped may be expressed in the following: 
Psychotherapy is an experience. 

It is a social experience — it takes place 
with another person. It can never be ac- 
complished alone. 

It is a collaborative experience. 

It is basically a feeling or emotional experi- 
ence. 

It is a growth experience. 

It proceeds largely unconsciously and auto- 
matically, like most growth phenomena. 

It is thus not primarily a matter of resolu- 
tion and deliberate decision. 

It is not an intellectual exercise. 

It is not primarily a matter of ideas — their 
transmission or infusion. 

It is not a matter of logic. 

It is not convincing the patient of the cor- 
rectness of the doctor’s understanding of 
his difficulties and his recommendations 
for solution. 

It is not handing out ideas. 

It is not an argument. 

It is not a contest of wills. 

It involves experiment and practice. 

It includes determination and persistence. 

The new type of experience offers oppor- 
tunity for growth and development. 

It affords the conditions for growth. 

The atmosphere for growth is one in which 
the doctor offers patience, considerate- 
ness, respect, compassion, benevolence, 





hope, asks questions raising opportunities 
for alternative actions and the clarifica- 
tions of motivations and consequences. 

It is not direction and the development of 
dependency, although dependency may 
appear as part of the process temporarily 
in the development of security. 

These attitudes on the part of the therapist 
help develop security. 

This is further given by accepting the pa- 
tient the way he is, with all his faults, 
mistakes and suffering and irritations. 

It involves an appreciation of his worth, 
however humble. 

It offers respect for his individuality, poten- 
tial worth and dignity. 

It emphasizes assets and aspirations, the 
cultivation of interests and initiative. 

These are often more important than the 
analysis of the negatives of failures and 
inadequacies. 

This offers a new, creative, constructive, 
corrective experience. 

It is a new type of conditioning. 

This may be helped at times by the judicious 
use of drugs or medication. 

There is a basic assumption that most in- 
dividuals can grow to greater adequacy 
and maturity in their relationships if not 
blocked by obstacles. Such psychological 
obstacles may be loneliness, frustration, 
hostility, fear, distrust, guilt. 

It recognizes the healing value of human 
interest — of one individual in another. 

It recognizes the relief that comes from talk- 
ing things out. 

It recognizes the resources that develop in 
trial, experiment and discussion. 

It relies on the alembics of patience, time 
and hope. 
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PERFORATION OF THE STOMACH IN NEWBORNS 





A REPORT OF TWO CASES 


Introduction 

he first case of spontaneous rupture of 
T the stomach in the newborn was re- 

ported by Siebold in 1825." It was not 
until 1929 that an attempted repair was tried 
by Stern, Perkins and Neese,* however, it was 
only as recent as 1950 that the first survival 
following surgery was recorded by Legar, 
Picard, Leonard and Piette.” Vargas, Levin 
and Santulli* in 1955, and Moore and Chan‘ 
in 1957 reviewed the literature and reported 
55 and 70 cases respectively. Hamrick’ re- 
ported on 81 cases from the literature in Sep- 
tember of 1959 and the interesting point made 
was that the overall mortality in this report 
was 81.5%. In a study of 5,160 autopsies, of 
which 1,778 were in patients two months or 
less, McCormick’ found that the incidence of 
perforation of the stomach in this age group 
was one in every 860 cases (0.12% ). 

This report adds two more cases. Both were 
operated upon. Neither survived: Certain fac- 
tors as to etiology and diagnosis are con- 
sidered. Emphasis is placed on care, recog- 
nition and early repair. 


Etiology 

There are probably many reasons why 
perforation of the stomach in the newborn 
occurs. The causes most frequently found in 
order of diminishing frequency are _per- 
forating gastric ulcer, hypoplasia or agenesis 
of portions of the gastric musculature, trauma, 
septicemia with ulceration and necrosis of the 
stomach, and distal obstruction of the gastro- 
intestinal tract. 

Field, Northway and Manning* reported an 
incidence ‘of gastric ulceration in 48% of the 
cases. They made reference to investigators 
who had found a high incidence of gastric 
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Spontaneous perforation of the stomach 
in newborns is a rare catastrophe which is 
associated with a high mortality. Only in 
the last decade have survivals been reported. 
Factors considered to be important in 
causing these perforations are _ gastric 
ulceration, congenital absence of the stomach 
musculature, trauma, septicemia and distal 
obstruction of the gastro-intestinal tract. 
Diagnosis is suspected when an infant who 
has been progressing satisfactorily suddenly 
develops abdominal distention and becomes 
critically ill. Diagnostic findings are dis- 
cussed. Roentgenograms of the abdomen 
should be obtained immediately for detection 
of free air in the peritoneal cavity. Treat- 
ment consists of supportive care and im- 
mediate repair. 

Two fatal cases are discussed. 











acidity which reached adult levels in the first 
24 to 48 hours of birth. This diminished to low 
levels at 5 to 6 days of life. Vargas et al‘ had 
previously assessed the incidence of perfora- 
tion due to peptic ulceration as 50% in the 
cases reported in the literature. Kieswetter’ 
reviewed some of the mechanisms which might 
incite peptic ulceration in the newborn. He 
focused attention on the possibility that anoxia 
either during birth or in the neonatal period 
might be sufficient stress to trigger the adrenal 
mechanism by which autodigestion of the 
stomach may take place. McCormick,’ in 
1959, reporting on a series of 7 cases, found 
that two of these cases had acute gastric ul- 
ceration. Vargas‘ found several other acute 
ulcerations near the site of perforation in one 
of the eight cases which he reported. 

In 1943, Herbut*® demonstrated _histo- 
logically that in some of these newborns there 
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was a localized congenital defect in the mus- 
culature of the stomach through which per- 
foration occurred. This finding has been sup- 
ported by others.‘:** Ozkaragoz’* reported 
two cases of spontaneous perforation of the 
stomach in premature siblings. Because the 
perforations in both seemed to be a localized 
congenital deficiency of the muscular wall of 
the stomach, a genetic defect was strongly sug- 
gested. 

Trauma evidently plays a part in some of 
the perforations of the stomach which occur 
in newborns. McCormick’ reported two cases 
which he attributed to trauma caused by a 
naso-gastric tube. Three of the cases reported 
by Vargas‘ were believed to be due to a naso- 
gastric tube. In one of these, a beveled poly- 
ethylene tube was found protruding through 
the stomach wall. There was only minimal in- 
flammation at the punctate perforation. In two 
of the other cases, the intubation prior to per- 
foration was apparently an etiologic factor. 
Hamrick’ reported one case in which there was 
obstruction distal to the site of perforation. It 
is possible in this one case, as stated above, 
that the postoperative naso-gastric tube might 
have been a factor. One of the cases reported 
by Vargas‘ had atresia of the ileum and had a 
gastric perforation on the 15th day of life, 5 
days after resection and entero-enterostomy. 
In this case the naso-gastric tube was again 
considered as a possible etiologic factor. 

Another very important factor is that the 
majority of the cases reported in the literature 
were infants who were born prematurely. Both 
of our own cases were premature. Six out of 
eight of the cases reported by Vargas‘ and 
two out of three of the cases reported by Ham- 
rick* were premature. In the overall literature 
more than 50% of the cases have occurred in 
premature infants.’ The only report which 
markedly differs from this finding is that of 
Linker and Benson’* who found only 2 of their 
13 cases to be premature infants. 

Diagnosis 

Early diagnosis and surgical correction of 
the spontaneous rupture of the stomach in the 
newborn is mandatory if a decrease in the 
high mortality rate is to be accomplished. The 
onset is predominantly in the first week of 
life. The infant, often premature, does satis- 
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factorily following birth, taking food well and 
having normal stools. Fairly suddenly, the 
infant develops rather marked abdominal dis- 
tention, regurgitates the formula, becomes 
cyanotic, and sometimes passes blood tinged 
stools. Periods of apnea might occur. The 
bowel sounds might be audible initially but 
soon become inaudible as ileus develops. The 
abdominal distention is not relieved by naso- 
gastric tubes and suction. Fluids used for ir- 
rigation do not return. The diaphragm is ele- 
vated and liver dullness may not be percuss- 
able. Temperature elevation and blood count 
are usually not remarkable. Cellulitis and 
edema of the skin on the anterior abdominal 
wall may develop and confuse the picture with 
omphalitis. Development of subcutaneous 
emphysema with distinct crepitation over the 
anterior abdominal wall has been reported.* 
The most important diagnostic feature is that 
of abdominal roentgenograms. Pendergrass 
and Booth’* pointed out that multiple x-ray 
films of the abdomen were essential to obtain 
a correct diagnosis. These should demonstrate 
free air in the peritoneal cavity. If the per- 
foration is not closed, these symptoms are fol- 
lowed by peripheral vascular collapse, cardiac 
arrest and death. 


Case Reports 


Case 1. The patient was a 4 pound 4% ounce 
colored male born prematurely by spontaneous de- 
livery on December 4, 1958. He was doing satis- 
factorily until the fourth day of life at which time he 
quit taking his formula well, and developed a marked- 
ly distended abdomen which was tense and silent. The 
lower abdominal wall and genitalia were edematous 
and erythematous. Because of the marked swelling 
and discoloration of the scrotum, the patient was 
thought to have an incarcerated inguinal hernia with 
possible perforation of the hernial contents. Roentgeno- 
grams taken with the child both in the supine and 
upright positions revealed a large amount of free air 
in the peritoneal cavity. An air fluid level was present 
at the level of the first lumbar interspace. (Figure 1) 
The impression was that the patient had a perforation 
of a hollow viscus with a hydropneumoperitoneum. 
Abdominal exploration was carried out immediately. 
There was a 4 x 3 cm. perforated area on the anterior 
surface of the stomach which began just below the 
cardia and extended down to the incisura. The margin 
was necrotic. There was considerable edema in the 
lesser peritoneal sac. Gastric contents were dispersed 
throughout the peritoneal cavity marked generalized 
peritonitis was present. The necrotic margins of the 
stomach wall were excised and the defect closed with 
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a double row of sutures. The cause of the perforation 
was not apparent at operation. Urine output following 
operation was scant. The patient died on the second 
postoperative day. An autopsy was performed but 
did not reveal any additional information to that 
found at operation. 


Figure 1 


(a) Supine position 

(b) Upright position. The superiority of this position 
for detection of free air in the peritoneal cavity 
is obvious. 
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Case 2. The patient was a 4 pound 2 ounce colored 
male who was the first of twins born by cesarian sec- 
tion on February 4, 1959. The patient was apparently 
well until the fifth day of life when he vomited and 
aspirated gastric contents. Resuscitative measures were 
carried out. At this time the patient was noted to 


/_ 


Ake 
* 
Figure 2 
(a) Supine position 
(b) Upright position. Again the value of multiple 
x-ray films of the abdomen is demonstrated. 




















have marked tachypnea. There was erythema of the 
umbilicus and edema and erythema of the right in- 
guinal region and scrotum. Peristalsis was active and 
the patient had a normal bowel movement on the day 
of these findings. A diagnosis of incarcerated inguinal 
hernia was initially entertained. Several hours later 
the patient became cyanotic, apneic and had cardiac 
arrest. He was resuscitated by epinephrine, caffeine 
and sodium benzoate. Roentgenograms of the abdomen 
at this time showed free air in the peritoneal cavity 
and subcutaneous emphysema of the right flank and 
scrotum. (Figure 2) Peristalsis had become inaudible 
and crepitation was palpable in the right inguinal 
region. A diagnosis of perforation of a hollow viscus 
was made. Laparotomy was carried out immediately. 
On the anterior wall of the stomach there was a 
perforation measuring 3 x 4 cm. which extended from 
the cardia to the midportion of the fundus of the 
stomach along the greater curvature. The borders 
were macerated and necrotic. There was a generalized 
peritonitis with large quantities of milk free in the 
peritoneal cavity. The necrotic borders of the per- 
foration were excised and the stomach closed with a 
double layer of sutures. The peritoneal cavity was 
irrigated with saline. Following the completion of the 
operation the child had cardiac arrest and failed to 
respond to all resuscitative measures. An autopsy 
was performed. Cultures taken of the blood at autopsy 
revealed 100% Escherichia coli. Cultures taken from 
the naso-pharynx and peritoneal cavity revealed the 
same organism. Cause of the perforation was not 
determined at either operation or autopsy. 


Comment 

No definite cause for perforation was estab- 
blished in either case. However, these two 
cases had certain clinical features which sug- 
gested that a congenital malformation of the 
stomach musculature might have been a 
cause for perforation. The perforations in the 
two cases were similar in location and appear- 
ance. No definite musculature at the site of 
perforation was apparent by gross inspection. 
The perforations were large, indicating that 
trauma associated with the naso-gastric tube 
alone was not the only etiologic factor. It is 
conceivable, however, that perforation could 
have occurred at the site of a congenitally 
weakened wall by the use of the naso-gastric 
tube. Resuscitative measures at the time of 
birth were not used in either case, so this 
could not be considered as a basis for perfora- 
tion. In Case 2 there was generalized septi- 
cemia of E. coli. Whether this was present 
prior to perforation is not known. Both of our 
patients were premature infants. The initial 
diagnosis in both of our cases was incarcerated 
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inguinal hernia. This is understandable in that 
the findings of edema and erythema first pre- 
sented in the inguinal scrotal regions. Ab- 
dominal distention quickly followed. 

If the survival rate for this condition is to 
improve, it will be necessary for those persons 
intimately associated with infant care to be 
familiar with and to have a high index of 
suspicion for this catastrophic condition. Any 
infant, previously progressing satisfactorily, 
who suddenly develops abdominal distention, 
should have roentgenograms of the abdomen 
immediately. The appearance of cellulitis and 
edema of the anterior abdominal wall, umbili- 
cal area or genitalia should increase one’s 
suspicion of the diagnosis of perforation of a 
hollow viscus. 

Treatment consists of supporting the child 
as well as possible for operation and perform- 
ing this immediately. Early diagnosis and 
early closure of the perforation should im- 
prove the rate of survival. Any gastric contents 
free in the peritoneal cavity should be re- 
moved. Peritoneal irrigation with saline solu- 
tion containing a million units of penicillin 
and a gram of streptomycin might be bene- 
ficial. 

Summary 

Spontaneous perforation of the stomach in 
newborns is a rare catastrophe which is asso- 
ciated with a high mortality. Only in the last 
decade have survivals been reported. Factors 
considered to be important in causing these 
perforations are gastric ulceration, congenital 
absence of the stomach musculature, trauma, 
septicemia and distal obstruction of the gastro- 
intestinal tract. Diagnosis is suspected when 
an infant who has been progressing satis- 
factorily suddenly develops abdominal dis- 
tention and becomes critically ill. Diagnostic 
findings are discussed. Roentgenograms of the 
abdomen should be obtained immediately for 
detection of free air in the peritoneal cavity. 
Treatment consists of supportive care and 
immediate repair. 

Two cases have been presented and dis- 
cussed. Neither child survived. 
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CAROTID BODY TUMORS—CHEMORECEPTOMAS 
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he significance of the pathological and 
T surgical aspects of tumors of the caro- 

tid body has only recently become 
clearly understood.’-" Some of the earlier con- 
fusion regarding the nature of these tumors 
resulted from reports in the literature based 
on a limited experience. There has been some 
who believed that all carotid body tumors are 
benign. This contention has been shown to be 
erroneous. Some carotid body tumors are 
malignant and some have had distant meta- 
stasis. 


In certain cases of carotid body tumor 
surgical extirpation has resulted in serious 
complications, morbidity, and a high mortality. 
This has been a restraining factor in carrying 
out a bold, definite resection of these lesions. 

It may be well at this point to clarify ter- 
minology. Carotid body tumors are known by 
a variety of names, i.e., carotid glomus, non- 
chromaffin paraganglioma, chemodectoma, 
and carotid chemoreceptoma. The last term is 
more applicable to these tumors. These tumors 
are multicentric and are encountered in many 
sites where chemoreceptor tissue is found. In 
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In a review of all admissions to the 
Spartanburg General Hospital over a six 
year period, five cases of carotid body tumor 
were encountered. Four cases represented 
benign neoplasms and one was malignant 
with regional lymph nede metastasis. 

The pathological and clinical factors of 
carotid body tumors are described. The five 
cases are discussed in detail as well as the 
surgical management. 

The rarity of these neoplasms is borne 
out by the statistical data presented. 











addition to those tumors at the carotid bifurca- 
tion the following chemoreceptomas are recog- 
nized: the glomus jugulare, aortic body, ciliary 
glomus, femoral and vagal glomus as well as 
the well-known neuro-myoarterial 
noted in the finger tips. 


glomus 


All cases of carotid body tumor observed at 
the Spartanburg General Hospital from Janu- 
ary 1, 1954 to January 1, 1960 have been re- 
viewed. Five cases of carotid body tumors are 
in this series. Cases 1 and 4 were managed by 
the authors. These two patients had bilateral 
benign carotid body neoplasms. Of the remain- 
ing three cases one was malignant. The cases 
will be described in detail later. 


106 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 














The Carotid Body 

The carotid body is a small reddish-brown 
oval shaped structure about 5 mm. in diameter, 
located at the bifurcation of the common caro- 
tid artery. It is enveloped by a fibrous capsule 
with projecting trabeculae dividing the carotid 
body into lobules. The epithelioid cells of the 
carotid body are arranged in cords surrounded 
by a rich sinusiodal blood supply and a net- 
work of nerve fibers. 

There is no unanimity of opinion regarding 
the embryology of the carotid body. Some 
consider that it originates from mesenchymal 
elements while other believe it arises from 
ectodermal neural elements. 

The afferent sensory nerve fibers from the 
carotid body join the branches of the glosso- 
pharyngeal nerve which supplies the carotid 
sinus. Sympathetic nerve fibers pass through 
the carotid body by way of the arterial blood 
supply. No function of these nerve elements is 
known. 

The carotid body lacks affinity to chromaf- 
fin staining hence the name non-chromaffin 
paraganglioma. Neither the carotid body nor 
its tumors liberate epinephrine. There is no 
endocrine function of this structure. 

The carotid body is a chemoreceptor and is 
sensitive to changes in oxygen tension, CO:, 
and pH of blood. A decrease in O: tension, in- 
crease in CO:, or in lowering of the plasma 
pH, the carotid body is stimulated and this 
results in afferent impulses by way of the 
glossopharyngeal nerve to the brain with 
efferent impulses causing hyperventilation and 
an increase in the arterial blood pressure. 

Pathological and Clinical Features 

The only known pathology affecting the 
chemoreceptor system is tumor formation. 
Neoplasms of the chemoreceptor system are 
non-chromaffin and have no endocrine func- 
tion. These tumors are usually slow growing 
and may be present for years before causing 
symptoms. They are also known to be multi- 
centric. 

The incidence is most prevalent in the third 
and fourth decades of life. There is no sex 
predilection. 

The most frequent presenting complaint is 
a mass in the neck just below the angle of the 
mandible. Large tumors may bulge into the 
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pharynx and cause dysphagia. Pressure on the 
facial, hypoglossal, glossopharyngeal, and 
vagus nerves may result in paralysis. The caro- 
tid sinus syndrome is not an infrequent com- 
plication as well as cerebral manifestations of 
arterial insufficiency from obstructive pressure 
of the neoplasm. Horner’s syndrome may be 
noted in large noeplasms. 

These tumors appear lobulated and may 
encircle the carotid bifurcation. Frequently 
they are intimately adherent to the adventitia 
of the carotid vessels. A bruit may be heard 
over the more vascular lesions. One can move 
the lesion horizontially but not vertically. This 
may aid in the differential diagnosis of lateral 
cervical masses. 

Tumors of the carotid body tend to mimic 
the structure from which they arise. The cells 
are large polyhedral epithelioid with a finely 
granular pale cytoplasm. The nuceli are round 
or oval. The cells may be arranged in cords or 
in an alveolar fashion. The stroma is highly 
vascular. Mitosis is rare, but local invasion of 
the capsule is occasionally noted. Malignant 
chemoreceptomas are known to metastasize to 
distant structures. 

Surgical Management 

The treatment of carotid body tumors is 
surgical excision. In small tumors and in those 
that do not encircle and intimately adhere to 
the carotid bifurcation, no technical difficul- 
ties are encountered in resection. Most of these 
tumors are benign. In the larger neoplasms, 
particularly the malignant lesions, which are 
intimately adherent to the carotid vessels, sur- 
gical excision is attended with a high mortality 
and morbidity. 

Trauma to the artery may result in serious 
hemorrhage necessitating ligation of the ves- 
sels of the carotid bifurcation or in thrombo- 
sis of these vessels. 

Ligation of the carotid vessels or thrombosis 
results in varying degrees of contralateral 
hemiplegia. However, at times, in order to ex- 
tirpate these lesions, one may have to sacrifice 
the common, external and internal carotid 
arteries. Should this be necessary, the surgeon 
should be prepared to carry out a bridging 
arterial graft from the common carotid artery 
to the stump of the extracranial portion of the 
internal carotid artery. In the cases of a be- 
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nign chemoreceptoma, one may be hesitant to 
embark on such a formidable procedure. How- 
ever should the lesion prove to be malignant 
the risks are justified. 

The surgical approach to these tumors 
should be through a long lateral incision in 
the neck, extending from the tip of the mastoid 
process to the attachment of the sternocleido- 
mastoid muscle at the sternum. The incision is 
made along the anterior border of this muscle. 
It is important to have adequate exposure of 
the external, internal, and common carotid 
arteries well above and below the lesion. The 
vessels should be encircled with tapes in order 
to control hemorrhage. The surgeon should 
be prepared for arterial grafting or bypassing 
should it be necessary to extirpate the carotid 
bifurcation. A careful and meticulous dis- 
section with care being directed to avoid 
trauma to the major blood vessels and nerves 
will facilitate the excision of these lesions. It 
is necessary to dissect these lesions from the 
adventitia of the carotid arteries. If a good 
cleavage plane is obtained, the removal is easy 
and simple. However, if the carotid bifurcation 
is encircled by the tumor, the dissection is 
slow and tedious and the hazards are great. 
Lahey has advocated a graceful retreat in 
these cases and a resort to x-ray therapy. Un- 
fortunately, most of these tumors are radio- 
resistant. 

Case Reports 

Case No. 1—LCV. The patient was a 32 year old 
white married female, who was admitted to the hos- 
pital on October 8, 1954 with a complaint that she 
had noticed a mass of two years duration in the left 


side of her neck. The mass gradually increased in 











Figure 1A—100X 

Photomicrograph of a benign chemoreceptoma re- 
moved from Case 4. Note the alveolated arrangement 
of the cells surrounded by a rich sinusoidal network. 





size and she noted discomfort in the neck. In 1945, 
she had a similar mass in the right side of the neck 
and was operated upon at the Duke University Hos- 
pital. She was found to have a carotid body tumor 
encircling the carotid bifurcation. The surgeon re- 
sected the tumor mass with the carotid bifurcation. 
Following surgery, she developed a transient left hemi- 
paresis. 

The examination revealed a well-developed, well- 
nourished, 32 year old white female. The blood pres- 
sure was 140/90 mm. Hg. There was a long cicatrix 
on the right side of the neck paralleling the anterior 
border of the sternocleidomastoid muscle with a 
“T” forming the upper portion of the scar. At the 
level of the left carotid bifurcation, there was a visible 
and palpable mass measuring about 3 cm. in diameter. 
The mass was firm and could be displaced laterally, 
but not vertically. The remainder of the examination 
was entirely normal. The hemoglobin was 12 grams 
100 ml. white blood count 7,750 cu. mm. The differ- 
ential count was not remarkable. A diagnosis of caro- 
tid body tumor was made. On October 9, 1954, the 
patient was carried to the operating room and under 
general endotracheal anesthesia, an incision along the 
anterior border of the sternocleidomastoid muscle was 
made from a point just below the mastoid process to 
the clavicle. A meticulous dissection was carried out 
exposing the carotid bifurcation. A tumor measuring 
about 3 cm. in diameter was encountered at the caro- 
tid bifurcation and the tumor mass was intimately ad- 
herent to the carotid bifurcation and encircled this 
structure. A cleavage plane in the adventitia of the 
common carotid artery was developed and carried up 
to the capsule of the tumor mass, however, the tumor 
mass was found to be so intimately adherent to the 
carotid bifurcation that it was felt that attempted re- 
section of this tumor would most likely result in injury 
to the vessels. In view of the fact that she had had 
her right carotid bifurcation previously excised we 
felt that further manipulation of the tumor mass would 
be extremely hazardous and decided on post-operative 
x-ray therapy. 

She was discharged from the hospital on October 








ss 7 é ' 
Figure 1B—430X 
This reveals the large polyhedral epithelioid cells 


with a fine granular cytoplasm. The nuclei are round 
to oval and take up staining in an even manner. 
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10, 1954 with the operative wound well-healed. She 
received a course of deep x-ray therapy to the tumor. 
On follow-up, she was relatively asymptomatic and 
the tumor mass was essentially unchanged in size. 


Pathological examination of the tissue revealed a 
fibrous vascular capsule without evidence of invasion 
by tumor tissue. Small groups of polyhedral epithelioid 
cells characteristic of carotid body tumor was noted. 
No mitosis was present. A diagnosis of benign carotid 
body tumor was made. 


ty 


x 


Figure 2A—100X 

Photomicrograph of a malignant chemoreceptoma 
in Case 5. Note the diffuse cords of hyperchromatic 
cells with a rich sinusoidal blood supply. 


Case No. 2—DPRH. The patient was a 46 year old 
white married female. She was admitted to the hos- 
pital on June 3, 1956 with the complaint of a mass in 
the right side of the neck. A history was obtained that 
she noted the mass in this region some three years 
previously. She had a goiter at that time and two 
years before admission a subtotal thyroidectomy was 
performed elsewhere. She stated that the mass high 
in the right side of the neck gradually increased in 
size. The examination revealed a well-developed, well- 
nourished 46 year old white female. Her blood pres- 
sure was 130/80 mm. Hg. There was a 4 by 3 cm. 
mass in the right side of the neck just below the angle 
of the jaw. The mass was firm and non-tender and 
was noted to be movable. The remainder of the ex- 
amination was essentially normal. On June 4, 1956, 
an exploration of the right side of the neck was car- 
ried out and the patient was found to have an ex- 
tremely vascular spongy mass overlying the carotid 
bifurcation. The mass was removed without difficulty. 
Pathological analysis revealed a soft encapsulated 
tumor mass measuring 4 by 3 cm. in size. On cross 
section it was noted to be encapsulated and composed 
cf rather soft tissue with small areas of hemorrhage. 
Microscopically the tumor was composed of large 
polyhedral cells arranged in an alveolar fashion with 
groups of cells separated by strands of connective 
tissue. The nuclei were even in size, shape and stain- 
ing and no mitosis was seen. A diagnosis of benign 
carotid body tumor was made. The patient was dis- 
charged from the hospital improved on June 7, 1956. 
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Case No. 3—SJMS. The patient was an 80 year old 
white female who was admitted to the hospital on 
August 20, 1958, because of hypertrophied toenails 
involving both great toes and swelling in right side 
of the neck with intermittent foul odor of her breath. 
The past history revealed that she had a hysterectomy 
in 1952 and subsequently had excision of a cervical 
stump because of carcinoma. In 1953, she had a frac- 
ture of the neck of the left femur and this was treated 
by pinning. Examination revealed a senile 80 year old 
female whose blood pressure was 160/80 mm. Hg. 
and weight 108 pounds. A mass in the right side of 
the neck considered to be cystic. The lungs were clear. 
The heart was not enlarged, there was no arrhythmias, 
however there was marked generalized arteriosclerosis. 
A diagnosis of esophageal diverticulum presenting it- 
self in the right side of the neck was made. An x-ray 
study on August 22, 1958 failed to reveal any ab- 





Figure 2B—430X 
The cells are more pleomorphic with hyperchro- 
matic nuclei and mitosis. 


normalities of the oral pharynx or esophagus. A chest 
roentgenogram showed the heart to be normal in size. 
There were numerous areas of densities scattered 
throughout the right lung suggestive of inflammatory 
disease. The hemoglobin was 11.1 gms., white blocd 
count 13,300, segs 73%. ECG revealed left axis devia- 
tion and arteriosclerotic heart disease. On August 21, 





Figure 2C—100X 

This photomicrograph reveals diffuse metastatic in- 
volvement of the malignant chemoreceptoma in a re- 
gional lymph node. 
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1958, the patient had excision of the toenails. On 
September 4, she was again carried to surgery where 
under endo-tracheal anesthesia, the right side of the 
neck was explored and a mass at the carotid bifurca- 
tion was excised. Gross pathological examination, re- 
vealed an oval mass about 4 cm. in diameter which 
was encapsulated and on cut surface revealed a homo- 
genous consistency. The microscopic analysis revealed 
and of round cells with 
abundant cytoplasm. The tumor was divided into 
irregular lobules by bands of dense fibrous tissue con- 
taining a rich blood supply. A diagnosis of benign 
carotid body tumor was made. The night of surgery 
the patient developed edema in the neck with 
respiratory distress and a tracheostomy was carried 
out. After a prolonged hospital stay she was discharged 
improved on October 12, 1958. 

Case No. 4—JKP. This 40 year old white male was 
admitted to the hospital on May 10, 1959 with the 
complaint of a mass in the left side of the neck just 
below the angle of the mandible. A history was ob- 
tained that some two years previously he had a mass 
in the right side of the neck which was excised else- 
where and a diagnosis of carotid body tumor was 
made. A year later, he noticed a mass on the left side 
which has gradually increased in size. He was operated 
upon in another hospital under local anesthesia and 
apparently the surgeon missed the mass and excised 
a small lymph node which was normal. The patient’s 
past history was essentially negative. The family 
history was positive for cancer. 





clusters alveolated nests 


Physical examination showed a_ well-developed, 
well-nourished, 40 year old white male. Weight was 
143 lbs. and the blood pressure was 120 /80 mm. Hg. 
The examination revealed a scar in the right side of 
the neck along the anterior border of the sternocleido- 
mastoid muscle and there were two operative scars on 
the left side of the neck below the carotid bifurcation. 
At the level of the carotid bifurcation there was a 
firm, almost stony, hard mass which was slightly lobu- 
lated and could be displaced horizontally but not 
vertically. The remainder of the examination was nor- 
mal. A diagnosis of carotid body tumor was made, 
however, the possibility of metastatic carcinoma from 





the thyroid gland was considered. On May 15, 1959, 
an exploration of the left side of the neck was carried 
out through a long incision along the anterior border 
of the sternocleidomastoid muscle and the carotid 
bifurcation was exposed. A 3 cm. mass was dissected 
from the carotid bifurcation with ease after a cleavage 
plane was developed between the mass and the ad- 
ventitia of the carotid vessels. Pathological analysis 
revealed the cut tumor to have a homogenous tan ap- 
pearance. Microscopically it was composed of nests of 
epithelioid cells which were polyhedral in outline. 
The cytoplasm was fine and granular and the nuclei 
were uniform in appearance. There was an occasional 
hyperchromatic cell. The cell nests were surrounded 
by a thin vascular ring of connective tissue stroma. 
There was no invasion of the capsule. The diagnosis of 
a non-chromaffin paraganglioma or carotid body tumor 
was made. The patient had an uneventful post-opera- 
tive recovery and was discharged from the hospital 
on May 20, 1958, improved. The patient was last 
seen on April 6, 1960. There was no evidence of re- 
current tumor in the neck and he was actively en- 
gaged in his occupation. 

Case No. 5—DDS. The patient is a 45 year old 
white male who was admitted to the hospital on 
August 2, 1959 primarily because of bilateral inguinal 
hernias of one year duration. Also a history was ob- 
tained that he had a mass in the left side of the neck 
for some four of five years. A lymph node was excised 
at that time and reported to be normal. The tumor 
was not excised and he stated that it caused him no 
symptoms. Examination revealed the blood pressure 
to be 130/90 mm. Hg. There was a 4 by 6 cm. mass 
in the left side of the neck which seemed to be fixed. 
No palpable nodes were made out and the thyroid 
gland was not enlarged. There was a short scar over- 
lying the mass in the left side of the neck from pre- 
vious surgery. The heart and lungs were normal. 
There were bilateral direct inguinal hernias. The diag- 
nosis of possible malignant branchial cleft cyst was 
made. 

On August 3, 1959, he had a bilateral inguinal 
herniorrhaphy and on August 6, 1959, under general 
endo-tracheal anesthesia an incision was made in the 





ANALYSIS — 5 CASES OF CAROTID BODY TUMORS 





Benign 
Case # Sex Age Involvement Malignant Follow-up 

1 F 32 Bilateral Benign well—no recurrence 
2 F 46 Right Benign well—no recurrence 
3 F 80 Right Benign well—no recurrence 
4 M 40 Bilateral Benign well—no recurrence 
5 M 45 Left Malignant well—no recurrence 

Average 

48.6 yrs. 

TABLE 1 
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left side of the neck and the tumor was exposed. The 
tumor encircled the carotid bifurcation. Biopsy of the 
icmcr was done and a lymph node was excised. Frozen 
section diagnosis was reported to show a malignant 
carotid body tumor with invasion of the contiguous 
lymph node. The tumor was described as consisting 
mainly of lobules, one being superficial and one deep. 
the carotid artery bifurcation was completely in- 
volved in this mass and the vessel was described as 
being invaded by the mass. The surgeon felt that it 
would be hazardous to excise the carotid bifurcation, 
therefore the operation was terminated. The patient 
was discharged from the hospital on August 15, 1959, 
and was referred elsewhere where the mass was ex- 
cised, including the carotid bifurcation, and a bridging 
arterial graft carried out. He had a prolonged post- 
cperative course complicated by multiple nerve 
paralysis and dysphagia. A final diagnosis of malig- 
nani carotid body tumor was made. A recent follow- 
up by his surgeon revealed no evidence of recurrence 
cf the neoplasm and the patient is well. 


Discussion 


During the six year period from January 1, 
1954 to January 1, 1960, there were 105,067 
admissions to the Spartanburg General Hos- 
pital. During the same period there were 
3,369 who were admitted because of neo- 
plasms. Of these, 1,641 had malignant neo- 
plasms and 1,728 had benign tumors. 

The total number of patients with benign 
end malignant tumors made up 3.26 per cent 
of all admissions. Those with malignant neo- 
plasms comprised 1.56 per cent of all admis- 
sions, whereas those with benign tumors made 
up 1.70 per cent of all admissions. 

Carotid body neoplasms comprised 0.15 
per cent of all patients with tumors. The one 
case of malignant carotid body tumor was .06 
per cent of all cases of malignant tumors ob- 
served. The four patients with benign tumors 


made up .23 per cent of all cases with benign 
tumors. 

Statistically, the occurrence of carotid body 
tumor is rare. The occurrence of malignant 
carotid body tumors in this series of carotid 
body neoplasms was 20 per cent. It is true, the 
series is small for a statistical analysis, how- 
ever, this experience is similar to that re- 
ported in recent years. 

The multicentric nature of these tumors is 
borne out in two cases. These patients had bi- 
lateral tumors at one time or another. 

Two patients had lesions only in the right 
side of the neck and the one case of malignant 
carotid body tumor had involvement in the 
left side of the neck. 

Three patients were female and two male, 
the malignant lesion occurring in a male. The 
ages of the patients ranged from 32 years to 
80 years with an average of 48.6 years. All pa- 
tients were white. 

A recent follow-up of all patients was made. 
They were all living and well without evidence 
of recurrence. 


Summary 


A review of the clinical, pathological, and 
surgical aspects of carotid body tumor is pre- 
sented. Five cases of carotid body tumors ob- 
served at the Spartanburg General Hospital 
over a six year period have been analyzed. 
Four cases were benign and one was malig- 
nant. Two cases of benign carotid body tumors 
had bilateral involvement thus demonstrating 
the multicentric nature of these neoplasms. 
All patients are living and well without evi- 
dence of recurrence. 
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OPEN HEART SURGERY USING HEART-LUNG 


BYPASS AND HYPOTHERMIA 


urgery using the cardiopulmonary bypass 
S with a pump-oxygenator to permit open 

exploration of the heart under direct 
vision surgery has advanced rapidly in recent 
years to the point where many previously in- 
operable intracardiac defects can now be 
successfully and safely corrected (Table 1). 
The pioneer work of Gibbon, Lillehei, Kirklin, 
Gross and others have made the pump- 
oxygenator procedure safe in many medical 
centers.*-*» *» *°. * 

The rotating disc oxygenator was developed 
by Kay and Cross of Cleveland, later modified 
at Harvard, and manufactured by the Mark 
Company of Boston. 

A team was trained at the Medical College 
of South Carolina in the use of this oxygenator 
by using animals prior to its use in human pa- 
tients. Results of this and other animal work 
are published elsewhere.’:*:**-’* In August 
1959, after approximately eight months of 
preparation in the laboratory, the first human 
operation using this disc oxygenator at the 


TABLE I 


Defects Which Can Be Corrected by Open Heart 
Surgery 
Congenital Lesions: 

Atrial septal defect Atrioventricularis 
Pulmonic stenosis communis 
Ventricular septal defect Tricuspid stenosis 
Tetralogy of Fallot Ebstein’s disease 
Anomalous pulmonary 

venous drainage 
Acquired Defects: 
Ventricular aneurysm 
Aneurysm of the thoracic 

aorta 
Tumor of left atrium 

( Myxoma ) 


Aortic stenosis 

Aortic insufficiency 

Mitral insufficiency 

Complicated mitral 
stenosis 
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of Heart 





The authors present a series of illustrative 
cases to indicate the range of modern open- 
heart surgery in various cardiac conditions. 











Medical College Hospital was attempted and 
it was successful. Since then a variety of intra- 
cardiac lesions have been corrected surgically 
and illustrative cases operated on by one of us 
(WBT) are reported herein. 








Figure 1 
Mark Disc Oxygenator with Heat Exchanger 

Apparatus 
The principle of oxygenation involves the filming 
of blood on rotating discs where it is exposed to an 
atmosphere of oxygen-carbon dioxide mixture in a 
ratio of 97:3. By means of plastic cannulae inserted 
into the vena cava through the wall of the right at- 
rium blood is siphoned into a reservoir. Here the 
blood is oxygenated and returned to the patient by a 
DeBakey pump to an artery. Blood that escapes from 
the cardiotomy is returned to the oxygenator by 
means of a low pressure suction pump for use again. 
The temperature of the extracorporeal blood is regu- 
lated by means of a heat exchanger which not only 
maintains the temperature of the blood at any de- 
sired level but can also raise or lower the temperature 
at a very rapid rate without damaging the con- 
stituents of the blood. With the use of this heat ex- 
changer, simultaneous hypothermia and _ cardio- 

pulmonary bypass are possible. 
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Figure 2 
Case I. Atrial Septal Defect. 
Note enlargement of pulmonary artery, accentuation of the vascularity of the lung fields, and right ventricu- 


lar enlargement. 


Case I: Atrial septal defect 

A 26 year old mother of four was referred for open 
heart surgery with “three pillow” orthopnea, par- 
oxysmal noctural dyspnea, and progressive dyspnea on 
exertion. She had “heart disease” as a child which was 
thought to be due to rheumatic fever. Approximately 
six months prior to admission to the Medical College 
Hospital, she was admitted to a hospital for an episode 
of acute cardiac decompensation. 

Physical examination showed a_ well-developed 
white female who could not lie flat without dyspnea. 
The blood pressure was 120/70 mm. Hg, pulse 80 
per minute and regular. There was a right ventricular 








lift. A systolic thrill over the second and third inter- 
costal spaces to the left of the sternum was palpable 
and accompanied by a grade III blowing systolic 
murmur. The pulmonic second sound was markedly 
accentuated. The liver was palpable 3 cm. below the 
right costal margin. An ECG showed right ventricular 
hypertrophy. 

Chest fluoroscopy and films showed gross con- 
gestion and accentuation of the vascularity of the 
lung fields, a markedly enlarged pulmonary artery, 
and pronounced hilar dance and right ventricular 
enlargement (Figure 2). 

Through a right lateral thoracotomy with the aid 





Figure 3 


Case II. Atrial septal defect with right ventricular hypertension and pulmonic stenosis. 


PA and oblique films showing right ventricular hypertrophy, only mild increase in pulmonary vascularity, 
and increased prominence of the pulmonary artery (post-stenotic dilatation). 
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of total cardiopulmonary bypass with a Mark disc 
oxygenator for 15 minutes, a secundum atrial septal 
defect measuring 3 x 4.5 cm. was repaired primarily. 
The patient recovered rapidly from the operation 
and after 48 hours was ambulatory. She was dis- 
charged on the 15th postoperative day. At that time 
no murmur was audible. Follow up at one year re- 
vealed that she was completely asymptomatic and 
working as a nurses’ aid in addition to performing 
her family duties as a mother of four children. 

Case II: Atrial septal defect with right ventricular 

hypertension and pulmonic stenosis. 

A 6 year old white male was noted to have a heart 
murmur 1% years prior to admission for operation. 
At the age of 1% years it was noted that he had 
gasping respirations. He had had episodes of dyspnea 
both at rest and after exercise. 

Physical examination revealed underdevelopment. 
Blood pressure was 120/60 mm. Hg. There was a 
harsh grade III systolic murmur with an accompany- 
ing thrill in the second and third left intercostal 
spaces. The pulmonic second sound was accentuated. 

X-rays and fluoroscopy revealed hypertrophy of the 
right ventricle, increased prominence of the pulmonary 
artery, and increased vascularity of the lung fields 
(Figure 3). ECG revealed right ventricular hyper- 
trophy with questionable digitalis effect. Right heart 
catheterization revealed right ventricular hypertension 
(50/0) without a jump in oxygen saturation between 
the superior vena cava, atrium, or ventricle. The pul- 
monary artery could not be entered. 

On March 1, 1960 the patient underwent cardio- 
pulmonary bypass through median sternotomy and 





right atriotomy with closure of an auricular septal 
defect measuring 2 x 1.5 cm. and correction of min- 
imal pulmonic valvular stenosis. Deliberate hypo- 
thermia was utilized to maintain the temperature dur- 
ing total perfusion at 32° C. The flow rate was 2.3 
liters per square meter per minute. Total bypass time 
was 39 minutes. 

The postoperative course was uncomplicated except 
for a fever which subsided completely by the end of 
the 6th postoperative day. The patient was ambulatory 
on the 3rd postoperative day and was discharged 
afebrile and asymptomatic on the 8th postoperative 
day. 

Case III: Total anomalous right lung venous drain- 

age with atrial septal defect. 

A 14 year old white boy was referred for evalua- 
tion having had a known heart murmur since early 
childhood. At the age of 3 years he began to have 
frequent episodes of “pneumonia”. Approximately 
three years prior to admission, episodes of syncope 
with cyanosis began. The first cardiac catheterization 
was unsuccessful because sino-auricular block and a 
sinus tachycardia developed. Catheterization findings 
later were consistent with an atrial septal defect. 

Physical examination revealed marked under- 
development with mild cyanosis at rest which in- 
creased on exercise. The anteroposterior diameter of 
the chest was increased. A thrill was palpable over 
the entire precordial area and a right ventricular 
heave was present at the left of the sternum. A grade 
III harsh systolic murmur was heard over the entire 
precordium but was most prominent in the area of 
the third left intercostal space. The pulmonic second 








Figure 4 





Case III. Total anomalous right lung venous drainage with atrial septal defect. 
PA and lateral chest films which show increased vascularity of the lung fields, right ventricular enlargement, 


and a markedly enlarged pulmonary artery. 





114 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 























Figure 5 
Case IV. Severe pulmonic valvular stenosis. 
PA and oblique films of the chest showing slight enlargement of the pulmonary artery (post-stenotic dilata- 


tion) and right ventricular hypertrophy. 


sound was markedly accentuated and greater than the 
aortic second sound. ECG showed right ventricular 
hypertrophy. Chest fluoroscopy and x-ray films re- 
vealed increased vascularity of the lung fields, right 
ventricular enlargement and a markedly enlarged 
main pulmonary artery with hilar pulsations (Figure 
4). 

A right lateral thoracotomy provided access to the 
heart. Total cardiopulmonary bypass for 34 minutes 
permitted surgical closure of an interatrial septal de- 
fect measuring 3 x 2 cm. with correction of anomalous 
drainage of the entire right lung. Both the right in- 
ferior and superior veins from the right lung entered 
the right atrium laterally instead of the left atrium in 
the normal manner. An Ivalon plastic prosthesis was 
sutured in such a manner as to shunt the blood from 
the right lung into the left atrium with a tunnel effect 
so as not to compromise the entrance of the superior 
and inferior vena cava or coronary sinus. 


Recovery following the operation was rapid. He 
was discharged pink and asymptomatic on the 8th 
postoperative day. Visits to the Heart Clinic nine 
months following operation revealed that he had 
gained approximately 24 lbs. and the markedly 
underdeveloped musculature prior to operation had 
increased to normal. No significant murmur was heard. 

Case IV: Severe pulmonic valvular stenosis. 

A 13 year old white female with a heart murmur 
since the age of 7 years was asymptomatic until 1% 
years prior to admission when exertional dyspnea and 
mild intermittent substernal chest pain began. X-rays 
and cardiac fluoroscopy revealed mild right ventricu- 
lar enlargement and decreased pulmonary vasculature 
(Figure 5). ECG showed marked right ventricular 
hypertrophy and a systolic overload pattern. 

Physical examination revealed slight obesity. Blood 
pressure was 120/80. Physical findings included a 
prominent right ventricular heave and a systolic pul- 











Figure 6 
Case V. Large atrial septal defect with severe congestive failure. 
PA and oblique films of the chest showing marked enlargement of the pulmonary artery, pulmonary con- 
gestion, and marked right ventricular enlargement. 
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monic thrill. Auscultation revealed sinus arrhythmia 
with a rate of 90 per minute. A grade IV coarse sys- 
tolic murmur was best heard in the pulmonic area 
and transmitted towards the left shoulder. 

Cardiac catheterization revealed a right ventricular 
pressure of 190 mm. Hg., more than six times the 
normal pressure and one of the highest pressures ever 
encountered in our laboratory or other laboratories. 

On: March 15, 1960 through a median sternotomy 
severe valvular pulmonary stenosis was corrected by 
incising the three commissures. The right ventricle 
was markedly thickened. The postoperative recovery 
was rapid. The patient was discharged on the 10th 
postoperative day asymptomatic. 

Case V: Large atrial septal defect with severe con- 

gestive failure. 

A 35 year old white female with history of a heart 
murmur since the age of 6 years was hospitalized for 
congestive failure and digitalized for two years prior 
to admission to the Medical College Hospital. Cardiac 
catheterization at that time at the University of Min- 
nesota Hospital indicated a large atrial septal defect 
with a marked left to right shunt. The patient had 
exertional dyspnea, orthopnea, 
nocturnal dyspnea, intermittent sharp substernal pain, 
and ankle edema despite digitalis and diuretics. 

Blood pressure was 110/70. The pulmonic second 
sound was markedly accentuated and there was a 
grade III harsh systolic murmur in the third left inter- 
costal space. X-rays and fluoroscopy revealed an en- 


severe paroxysmal 


largement of the right ventricle, pulmonary artery, and 
increased vascularity of the lung fields (Figure 6). 





defect was closed with an Ivalon prosthesis. De- 
liberate hypothermia was utilized to maintain the 
temperature at 33° C. during the course of total per- 
fusion to decrease coronary sinus return. The total 
time of bypass was 30 minutes. Bilateral basilar 
pneumonitis responded to tracheal catheterization, 
antibiotics and other supportive measures. The pa- 
tient was discharged on the 14th postoperative day, 
slowly improved thereafter and became asymptomatic 
six months after discharge. Recently she went ahead 
with a long postponed marriage and remains asympto- 
matic. 

Case VI: Mitral insufficiency with ostium primum 

defect. 

A 20 year old Negro male was admitted to the 
Medical College Hospital on April 14, 1960 with a 
diagnosis of mitral insufficiency. He had a severe 
febrile illness at the age of 18 months which was at- 
tributed to rheumatic fever. Frequent upper and 
lower respiratory infections occurred during child- 
hoed. A heart murmur was first noted during a selec- 
tive service examination. Dyspnea on exertion which 
began in childhood progressed rapidly during the few 
years prior to admission. 

Physical examination showed atrophy and weakness 
of the left shoulder girdle and upper extremity, mod- 
erate cardiomegaly to percussion and an associated 
grade III apical systolic murmur which radiated to 
the left axilla. A soft rumbling diastolic murmur was 
heard at the apex. 

Chest x-rays and cardiac fluoroscopy revealed in- 
creased vascularity of the lung fields, marked en- 





Figure 7 
Case VI. Mitral insufficiency with ostium primum defect. 


PA and oblique chest films showing marked enlargement of the pulmonary artery, hypoplasia of the aorta, 
and biventricular enlargement. 


ECG showed right ventricular hypertrophy with a 
first degree heart block. 

By cardiopulmonary bypass via median sternotomy 
with right atriotomy a large (6 x 4 cm.) atrial septal 


largement and increased pulsation of the pulmonary 
ertery, hypoplasia of the aorta, and biventricular en- 
largement (Figure 7). An ECG revealed first degree 
AV block, “P” mitrale, right ventricular hypertrophy 
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with a systolic overload pattern. Cardiac catheteriza- 
tion revealed an increase in the oxygen saturation be- 
tween the superior vena cava and right atrium, sug- 
gesting an interatrial septal defect, probably of the 
ostium primum type with mitral insufficiency due to 
a cleft mitral valve. 

On April 19, 1960 with cardiopulmonary bypass 
the mitral insufficiency was corrected by repair of a 
cleft mitral valve and a large interatrial septal defect 
was closed with a Teflon patch. Although complete 
heart block was feared due to the close proximity of 
the sutures, it never developed. Postoperatively re- 
tained bronchial secretions slowly cleared with re- 
peated tracheal aspirations. The patient was dis- 
charged on the 17th postoperative day afebrile and 
asymptomatic. 


Case VII: Interventricular septal defect with severe 

pulmonary hypertension. 

A 5 year old white male was admitted to the Medi- 
cal College Hospital on May 12, 1960. He was born 
approximately two months prematurely. At the age of 
six weeks an incarcerated umbilical hernia was re- 
paired and the heart murmur was first noted. Hos- 
pitalization was necessary 15 times for severe 
respiratory infections probably due to congestive fail- 
ure. Three months prior to admission he was noted 
to be fatigable. 

Physical examination revealed a small, pale, poorly 
developed child. The PMI was located in the fifth 
intercostal space at the left anterior axillary line. A 
systolic thrill was palpable in the second left inter- 
costal space. There was a harsh grade III systolic 
murmur over the entire precordium but maximum in 
the second left intercostal space. The pulmonic second 
sound was accentuated. 


The ECG showed right ventricular hypertrophy. 
Cardiac fluoroscopy and x-rays revealed right ven- 
tricular enlargement, increased pulsation of the pul- 





monary artery and increased vascularity of both lung 
fields (Figure 8). 

Cardiac catheterization showed a marked jump in 
the oxygen saturation between the right atrium and 
right ventricle with right ventricular and pulmonary 
artery hypertension as high as 75 mm. Hg. 

Laboratory studies were normal. On May 17, 1960 
under general endotracheal anesthesia utilizing cardio- 
pulmonary bypass he underwent repair of the septal 
defect with severe pulmonary hypertension. During 
operation the patient was deliberately cooled to 33° C. 
and then gradually rewarmed by the use of the 
Brown heat exchanger. Total perfusion time was ap- 
proximately one hour. The initial postoperative course 
was complicated by fever due to retained tracheo- 
bronchial secretions which responded to tracheal 
aspiration. 

On the fourth postoperative day severe abdominal 
pain with upper abdominal tenderness and mild re- 
bound tenderness in the upper abdominal quadrants 
was attributed to a recurrent umbilical hernia. The 
pain rapidly subsided and he was discharged 
asymptomatic on the 15th postoperative day. 

Summary 

Heretofore inoperable intracardiac defects 
can now be safely corrected by means of 
cardiopulmonary bypass and hypothermia. Un- 
doubtedly many defects not listed in the en- 
closed table will soon come within the province 
of open heart surgery. A new technique re- 
cently described by Drew whereby the pa- 
tient is cooled by double pumps utilizing the 
patient’s lungs will permit the performance of 
these operations with less blood. The circula- 
tion with this technique can be completely 
stopped near 0°C. for as long as one hour 











Figure 8 
Case VII. Interventricular septal defect with severe pulmonary hypertension. 


PA and oblique films of chest showing marked pulmonary congestion, enlargement of pulmonary artery, and 
right ventricular hypertrophy. 
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which permits the correction of even the most 
complex defects with an absolute bloodless and 
motionless operative field. A brief description 
of illustrative cases operated on at the Medical 
College Hospital with cardiopulmonary by- 





pass and hypothermia are presented herein. 
Since new techniques and developments con- 
stantly are being brought within the realm of 
clinical application, the future of open heart 
surgery seems bright indeed. 
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Acute Myocarditis 
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Case Record—This unusual electrocardiogram was re- 
corded a few hours before death of a 75 year old 
gentleman who had been admitted to the hospital for 
treatment of a respiratory infection. He was known to 
have had atrial fibrillation for which he had taken 
digitalis, but apparently had been reasonably well 
and active until five days before his death, when he 
became ill with a sore throat, cough, and fever, said to 
have been treated at home with antibiotics. When 
after several days he failed to improve he was ad- 
mitted to the hospital. A diagnosis of a viral respiratory 
infection was borne out by a fever of 100-101°, nor- 
mal white blood cell and differential counts, and sev- 
eral small densities in the chest roentgenogram in- 
terpreted as areas of pneumonitis of the right lower 
lobe. 


On the day following admission his pulse rate 


dropped abruptly to 40 beats per minute, he became 
cyanotic and his blood pressure declined to shock 
levels. Therapy with intravenous nor-epinephrine re- 
stored the blood pressure to normal but the brady- 
cardia remained unchanged. Subsequently he had 
several episodes of loss of consciousness and convul- 
sions (Stokes-Adams attacks) successfully terminated 
by sharp blows on the chest to restore cardiac action. 
During one of these he died. 


At autopsy it was first believed that a 3x4 cm. area 
of softening and discoloration on the postero-lateral 
surface of the heart represented an acute infarction of 
the left ventricle. The coronary arteries, however, 
were found to be remarkably smooth and pliable with 
no significant atheromatous narrowing and no throm- 
bosis or occlusion demonstrable on careful dissection. 
Microscopic sections from the softened area disclosed 
no infarction but rather a severe myocarditis with 
interstitial infiltration of inflammatory cells: poly- 
morphonuclear leucocytes, lymphocytes, macrophages 
and a predominance of eosinophils. Sections from 
other sites showed diffuse inflammatory involvement 
confined to the myocardium. Final autopsy diagnosis 
was acute myocarditis. 
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Electrocardiogram — No P waves are present — only 
the rapid and irregular undulations of the base line 
(the so-called “F waves”) typical of atrial fibrillation. 
The QRS complexes which occur at a fairly regular 
rate of 38 are wide and bizarre, denoting an idio- 
ventricular rhythm. With the exception of one com- 
plex which follows an unusually long pause in lead 
III, all of them seemingly arise from a single ventricu- 
lar focus and their amplitude is somewhat less than 
usual for ventricular ectopic complexes. While some 
degree of S-T segment displacement is common in 
such beats, the 5-10 mm. depressions seen here in the 
precordial leads are extraordinary, suggesting acute 
injury, most likely infarction. 

As in the presence of bundle branch block, accurate 

localization of the site of injury is difficult but the 
fact that the S-T segments are depressed below the 
baseline in the chest leads would suggest that func- 
tioning muscle tissue intervenes between the electrode 
and the damaged area which therefore would be on 
the posterior wall. 
Discussion — This unusual electrocardiogram is 
selected not as a representative picture of myo- 
carditis (for of course no ECG abnormalities can be 
regarded as specific for inflammation) but to point 
up the fact that such diffuse inflammatory involve- 
ment can and often does have a remarkably focal dis- 
tribution as well — anatomically and electrically. So 
extensive was the destruction of the posterior wall in 
this case that an acute posterior myocardial infarction 
was diagnosed electrocardiographically and also at the 
autopsy table. Not until the microscopic sections were 
examined was it appreciated that the focal lesion was 
one of acute inflammation rather than simple ischemic 
necrosis. Then, unfortunately, the opportunity to re- 
cover and identify the infectious agent was past. 

Presumably this was a case of viral myocarditis. 
That diagnosis, admittedly unproved, is based mainly 
upon the antecedent respiratory infection with fever, 
pneumonitis and a normal leucocyte count, plus the 
selective involvement of the myocardium with an 
apparently non-bacterial inflammation. The pre- 
dominance of eosinophils in the infiltrate raises the 
question of a possible hypersensitivity reaction; al- 
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lergic myocarditis has been described as a consequence 
of hypersensitivity to certain drugs, notably anti- 
biotics, but there was no clinical indication of an 
allergic response, no eosinophils in the peripheral 
blood nor did they predominate in the lungs or other 
tissues examined. Interstitial infiltrations of histiocytes, 
lymphocytes and eosinophilic or neutrophilic poly- 
morphonuclear leucocytes are commonly found in 
viral myocarditis and are especially prevalent in areas 
of degeneration and necrosis of the muscle cells. In- 
asmuch as no coronary occlusion or infarction was 
demonstrable, most likely the very marked S-T ab- 
normalities arose from this inflammatory damage to 
the posterior wall. 

Complete AV block in the presence of atrial fibril- 
lation is rare and constitutes an exception to the rule 
that the pulse is grossly irregular when the atria are 
fibrillating. Either the node or the ventricles must 
take over the pace-making function to sustain life, and 
in this case it was the latter as shown by the ectopic 
type of ventricular complexes at the rate of about 40, 
characteristic of an idioventricular rhythm. Evidently 
that was not sufficient to maintain adequate circula- 
tion, was interrupted with periods of asystole and 
ultimately failed. Cause of the atrio-ventricular block 
is uncertain. However, the inflammatory involvement 
was sufficiently diffuse to account for almost any 
ECG changes and furthermore conduction defects are 
frequently associated with acute myocarditis (indeed, 
the conduction system is notoriously vulnerable) as 
are abnormalities of the S-T segment and the T waves. 

Careful autopsy studies of the cases dying of virus 
pneumonia have shown about a 10% incidence of 
myocarditis. Even higher figures have been reported 
for poliomyelitis and especially among the fatalities 
due to several strains of Coxsackie virus. Acute myo- 
varditis has also been described as a component of 
infectious hepatitis, influenza, mumps, encephalitis 
(the “EMC” virus identified with encephalomyo- 
carditis), chicken-pox, small pox, psittacosis, yellow 
fever and even measles. Reports of somewhat higher 
occurrence rates of electrocardiographic alterations in 
many of these diseases are subject to the error in dis- 
tinguishing ECG changes due to fever, electrolyte and 
autonomic disturbances accompanying the illnesses 
from those due to inflammation of the heart muscle 
itself. Probably most viral infections of the myocardium 
leave little or no residua but it has been suggested 
that many of the areas of fibrosis and scarring for 
which the pathologist can find no cause may be the 
result of unrecognized viral inflammation. 

_ Of interest in passing is the fact that a generation 
or so ago nearly all diseases of the myocardium were 
classified as myocarditis. Then as coronary heart dis- 
ease came into its own, the diagnosis was rarely heard 
except in connection with rheumatic fever. Now myo- 
carditis — meaning actual inflammation of the myo- 
cardium — is beginning to emerge as a fairly com- 
mon component of many infectious diseases, including 
those due to bacteria, protozoa and fungi. So the 
pendulum swings. 
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President’s Pages 


The following Editorial appeared in the November 
1960 World Medical Journal. Leo E. Brown—Director, 
Communications Division A. M. A. was guest Editor: 


Some people tend to believe that there is something 
mysterious about public relations — that it involves a 
peculiar kind of sleight-of-hand and can be utilized 
effectively only by a few skilled experts experienced in 
shaping public opinion. 


This simply is not true. The foundation stones of pub- 
lic relations are the policies which govern an organiza- 
tion’s actions, and its building blocks are the actions 
themselves. Communicating these policies and actions to 
the general public is the responsibility of the public relations executive, but he must also as- 
sume the responsibility of interpreting and implementing these policies. He can define an asso- 
ciation’s policies and if necessary defend it but he cannot create or bestow a character that is 
not there. 


Recently the term “Image” has been substituted in many quarters for “public relations”. In 
my opinion the terms are synonymous. The image or public relations of the medical profession 
is simply the “mind’s eye” interpretation of the medical profession as reflected in the mirror 
of public opinion. This image can be real or imaginary, depending upon the authenticity of the 
facts used to formulate an opinion. 


Many physicians still feel that the medical profession can do and say what it pleases and 
somehow public relations can make it acceptable. Nothing could be farther from the truth. 
Public relations is common sense. Good deeds and their proper interpretation are the funda- 
mental precepts of effective public relations. 

Dr. E. Vincent Askey, our American Medical Association president, has said: 

“It is not enough for the individual physician to give tacit support to the efforts of his local 


and state societies, or to those of the American Medical Association. He must be more than 
a dues-payer if he wishes to preserve medicine’s freedom to practice in its traditional way. 


“He must’be the articulate voice of his profession, wherever he is. He must be dedicated 
to the well-being of his community. In matters of health, he must be willing to assume re- 
sponsibility and discharge it like the expert he is. He must be citizen as well as doctor, 
plaintiff's attorney for his patients, missionarry for the individual and for the individual's 
rights. 


“The image of medicine is simply an extended likeness of the physician and his colleagues, 
reflected in the mirror of public opinion. It can be warm and sympathetic, or cold and 
impersonal. 


“Actions speak louder than words; and words are without value unless they are backed up 
by deeds. The image of our profession is the reflection of our substance and not our 
shadow.” 


- - - - most of us agree with Dr. Askey. We know that medicine traditionally has been re- 
luctant to tell its story. It has felt that good deeds are in themselves sufficient evidence of its 
competency and humanitarianism. 


The good deeds were not enough. 


Medicine’s communication system broke down. There were many eager receivers but no 
one was sending the message. 


Fortunately, this attitude has changed and we find the medical profession becoming in- 
creasingly public relations-minded. This is necessary and all to the good. 
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But it doesn’t mean that we can solve our problems over-night by waving a magic wand. 
The solutions can be found only by hard, sustained work. 


For example, one of medicine’s greatest weaknesses is that all too often there is more agree- 
ment among doctors on how medicine should not be thought of by the public than how it 
should be thought of. 


The biggest question is what we are for, not what we are against. Effective medical public 
relations can no longer be viewed solely as a preventive or holding operation, but as a creative, 





organized activity to strengthen the future of medicine. 


This is a big, important job. Working together, we are getting it done. 


Editorials 











THE SHIP OF CLINICAL MEDICINE 

Do not give up the ship of clinical medicine 
in the face of high seas and overpowering 
waves of scientific research. Keep hand on 
helm, steer into the teeth of the mulitudinous 
machinations of investigators using the most 
frightening formulas for expressing the prob- 
ably simple truths of biochemistry and _ bio- 
physics. Our journals are weighted with what 
are undoubtedly erudite and most valuable 
studies on problems which seem remote from 
those of the practicing physician. And it is the 
exceptional mind that is able to master what 
most of us simply look at for a moment, and 
gasping at another’s knowledge and at our own 
abysmal ignorance, turn rapidly to something 
else more in keeping with our own stature and 
attainments. We quail, literally quail at but 
with admiration for the intellect of those who 
from such formulas as “E=b(P — c)a” and 
the like, conclude that “At a constant initial 
pressure, the visco-elastic properties of the eye 
are closely simulated by a rheologic model” 
whatever that is. 

We are not deriding these articles, dear 
reader, we are in deadly earnest in our 
thoroughgoing approval of the time, energy, 
and capital expended in the advancement of 
knowledge along all fronts. What we are try- 
ing to say is that studies of this kind were 
simply not done for us, and we are done for if 
we have to understand them to survive. We 
wish we could understand them, but we just 
did not grow up that way. Nevertheless all is 
not lost. There are definite indications from a 
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few wise men in ivory towers and a few simple 
ones in lowly small places that there must be 
a marriage between pure science and clinical 
medicine that both may continue. It may work. 
At least at this time both parties to such a 
contract appear to be willing. 

The sea is all around the ship, but so long 
as there are no holes in head or hull she will 
float upon it. So keep hand on helm, mates, 
cock an eye to the sky, another at the horizon, 
and thank heaven the sun will soon be over the 
yard-arm. 

J. W. Jervey, Jr. 


THE EASTER SEAL SOCIETY 

This is a short name by which the Crippled 
Children Society of South Carolina, Inc. is 
generally known, since its activity in raising 
funds is accomplished in the annual Easter 
Seal sale. It is a society which has been active 
over the nation and over South Carolina for 
many years, and which has built up an im- 
pressive record of accomplishment. 

Funds raised from the sale of seals are used 
with an extraordinarily low administrative cost 
and a record low campaign cost to provide 
services to the great number of children who 
are handicapped. Actually the range extends 
beyond the “children” in the usual sense, since 
many adults are also beneficiaries of the ser- 
vices of the Society. 

Last year Easter Seals aided 3,467 crippled 
South Carolinians of whom 2,672 were chil- 
dren and 795 were adults who received ser- 
vices through cerebral palsy clinics, physical, 
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occupational or speech therapy, medical or 
surgical care, home-bound or hospital teaching, 
the Easter Seal family camp, orthopedic aid, 
orthopedic appliances such as crutches, wheel 
chairs, braces or artificial limbs. 

In addition to these direct services, special 
training and education have been given 
through seminars, workshops, scholarships and 
fellowships to 2,844 South Carolina teachers, 
therapists, nurses, doctors, and other profes- 
sional persons. 

The National Society contributes consider- 
able funds to reseach, and in South Carolina 
itself, more than $30,000 has been made avail- 
able for special research at the Medical Col- 
lege of South Carolina. 

Recently some of the volunteer societies 
have come under close scrutiny because of the 
dereliction of a few of these organizations in 
the matter of expenditure of funds. The Crip- 
pled Children Society has never been ques- 
tioned as to its economic, wise, and effective 
utilization of funds which it raises from con- 
tributions. As noted above, it is tops in 
economy of campaign costs and in the ad- 
ministrative field. It is backed by a Board 
which has shown intense interest in its activi- 
ties and complete satisfaction with its pro- 
cedures. The Professional Advisory Committee 
is headed by Mr. A. L. M. Wiggins of Harts- 
ville, and includes representatives from the 
State Medical Association, Dental Association, 
Board of Health, Department of Education, 
Vocational Rehabilitation Department, and 
the Department of Public Welfare. In addition, 
there is a Medical Advisory Board appointed 
by the South Carolina Medical Association, 
which consists of fifteen physicians from vari- 
ous parts of the state who are interested in the 
work and who meet periodically to review the 
activities of the Society and to make any sug- 
gestions which seem worthwhile. 

The Easter Seal fund-raising period is here, 
and physicians of the state are urged to lend 
their support personally and professionally to 
this very worthwhile effort. 


A.M.A. RECOMMENDATIONS FOR 
STATE AND COUNTY MEDICAL 
SOCIETIES 


1. All State and County Medical Societies 


should recommend names of qualified physi- 
cians for the various Councils and Committees 
of the American Medical Association. Such 
names, with a short biographical sketch, 
should be sent to Dr. Blasingame of the Head- 
quarters office. States should publicize this 
information for the benefit of all physicians. 

2. It is recommended that all constituent 
and component medical societies should con- 
sider developing liaison committees of state 
associations and county societies; that they be 
given increased responsibilities for exchange 
information and liaison; and that they be 
available equally to all legally constituted pre- 
payment and/or insurance plans which do 
business in their respective areas. 

3. It is recommended that all state associa- 
tions bring to the attention of their members 
the suggestion for improvement in Veteran’s 
Hometown Care, Free Choice Veterans Care, 
Non-service Connected Admission Policies and 
State Association Action. It is further recom- 
mended that the public be informed of these 
policies. 

4. All component medical societies should 
take an active interest in (a) Assistance Pro- 
grams; (b) the whole complex of welfare med- 
ical care; (c) possible future developments. 

5. All constituent medical associations 
should undertake a study of the need and de- 
sirability of establishing committees to assure 
the rendition of good medical care, to eradi- 
cate abuses of voluntary health insurance 
benefits, and to provide methods for the 
resolution of problems which arise in the pro- 
vision of medical care to the public. Such 
action will identify the medical profession 
even more closely with its concern for the 
quality and cost of medical care and the utili- 
zation of benefits provided through voluntary 
health insurance mechanism. 

6. The House of Delegates directed the 
Board of Trustees and the Council on Medical 
Service to assume immediately the leadership 
in consolidating the efforts of the American 
Medical Association with those of the National 
Association of Blue Shield Plans, the American 
Hospital Association, and the Blue Cross Asso- 
ciation into maximum development of the vol- 
untary non-profit prepayment concept to pro- 
vide health care for the American people. 
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Similar leadership should be undertaken to 
coordinate the efforts of private insurance 
carriers through conferences with their 
national organizations. Where feasible efforts 
should be made to cooperate with other types 
of medical care plans, other professional 
groups and representatives of industry, labor, 
and public at large. 

7. Constituent associations should make 
every effort to effect the transfer of all profes- 
sional services possible from Blue Cross Plans 
and all other hospital plans to Blue Shield or 
that section of insurance plans providing for 
professional services wherever such situations 
exist. 

8. The House of Delegates encourages the 
state and local medical societies to promote 
High School Scholarship Award programs in 
their respective areas. 

9. All state associations should cooperate 
with the appropriate state officials and provide 
leadership in implementing the provisions of 
the Kerr-Mills Bill. 

10. State associations should nominate in- 
terested and experienced physicians for the 
position of “key man”. This is the key man in 
state legislative affairs. The Woman’s Auxiliary 
should be encouraged in their effective 
campaign assisting physicians. 

11. State and county associations and so- 
cieties shall participate in the promotion and 
publicizing of the scholarship and loan pro- 
gram proposed by the special study committee 
of the Council on Medical Education and Hos- 
pitals. The program will clearly assist in 
securing highly talented individuals whose 
ability and leadership in all areas of medicine 
will be fostered and at the same time will bring 
needed financial assistance on a broad basis 
to medical students under a system in keeping 
with the association’s belief in individual re- 
sponsibility. 

12. Expansion of membership in_ the 
A. M. A. by state and county medical societies 
is important. We must actively seek to add all 
those currently outside our ranks so that we 
may truly represent the strongest, most united 
front possible as we face our responsibilities 
to the American people. 

The Judicial Council has said many times 
and repeats here for emphasis: “The local 
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medical society is the strong right arm of the 
medical profession. As it demands of its mem- 
bers respect for medicine’s principles of ethics 
and as it demonstrates that its members are of 
high ethical stature, the public will respect 
and admire the profession of medicine and 
its members. If the county societies fail to re- 
quire adherence to ethical principles, public 
admiration and respect for the medical profes- 
sion will be lessened.” 


George Dean Johnson, M. D. 


ET CETERA 


We are informed by a reliable source that 
the drug Reticulose, which has been promoted 
as an inhibitor of viral activity, seems to have 
no demonstrable value. The published ob- 
servations which have given rise to the claim 
of potency appear to be uncontrolled and not 
reliable. The claims which have been made 
for beneficial effects in a variety of illnesses 
ranging from herpes simplex to viral encephali- 
tis appear to be without foundation. 


Some of our members will be glad to learn 
that the Ocean Forest Hotel at Myrtle Beach 
is to continue in its usual capacity. The plans 
for conversion into a residential hotel for the 
aged did not reach conclusion, and the hotel 
will be available for convention 
again. 


purposes 


Many of the members have felt that Myrtle 
Beach is a good meeting place since it is 
“away from home” for nearly everybody con- 
cerned. Others feel that a rotation of meeting 
place is better in that it keeps the membership 
in closer contact with medical affairs in the 
larger cities. 


The current fad for feeding infants just as 
soon as they are able to swallow strained foods 
received some discouragement in a discussion 
on nutrition recently held at Charleston. Dr. 
Youmans pointed out that people who sustain 
themselves on a low diet from early life 
achieved maturation more slowly and were 
slated for longer life. Perhaps this thought will 
move the initiation of feeding to a more 
reasonable age in infancy. 
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DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 
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DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 


— 


DECLOMYCIN-—SUSTAINED ACTIVITY LEVELS 














le 


tivit 
give 
thus 
dosz 
is tt 
dos: 































UOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


w ains activity 


le rels 24-48 hrs. 


istains, \YCIN Demethylchlortetracycline retains ac- CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
h activ- § tivity levels up to 48 hours after the last dose is Average infections—1 capsule four times daily. Severe 
ion and # iver At least a full, extra day of positive action may _infections—Initial dose of 2 capsules, then 1 capsule 
—or at f thus .e confidently expected. The average, daily adult every six hours. 

lly sus J dosac for the average infection—1 capsule q.id.— PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
lose-to- f is th. same as with other tetracyclines...but total calibrated, plastic dropper. Besage: 1 to 2 drops (3 to 


charac:  dosave is lower and duration of action is longer. ; a gad pound body weight per day—divided into 


SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fi. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 













PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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THE COUNCIL OF THE SOUTH CAROLINA 
MEDICAL ASSOCIATION 


To refresh the memory of the members of the Association it might be said that the Coun- 
cil consists of one member from each of the nine districts of the state. These members are 
elected by the House of Delegates and together make up the body which is responsible largely 
for all of the affairs of the Association in the interim between annual meetings. The Council 
meets preceding the main program of the annual meeting and meets daily during the meet- 
ing. It meets at least once in the fall to consider budgets and other business which has come 
out of the annual meeting or developed in the interim. It is subject to call for special meet- 
ings at any time and it carries a very large share of the responsibility for the conduct of the 
Association. 

At the time of the annual meetings, The Journal is usually graced with photographs and 
biographies of incoming officers. There is not usually much attention shown to the members of 
Council, some of whom have served long terms and rendered tremendous service to the Asso- 
ciation. For this reason it has been thought worthwhile to present to the readers of this Journal 
the countenances and accomplishments of those members who make up the chief body of 
Council, with the thought that it may allow a certain amount of recognition of their devotion 
to duty and readiness to serve at all times. 

Below we wish to present to you the current members of Council with brief biographical 
notice of their careers. No attempt is made to list all of the honors and accomplishments but 
only to attempt to indicate that the people who make up Council are substantial and loyal 
members of the medical profession. 


JAMES H. GRESSETTE, M. D. of Orangeburg represents the Eighth 
District and is Chairman of Council. He was born in St. Matthews 
in 1913 and graduated from the Medical College of South Carolina 
in 1938. He served an internship at the Macon Hospital and was 
afterwards resident, and later associate in ophthalmology and 
otolaryngology at the Gill Memorial Hospital at Roanoke, Virginia. 
He is a licentiate of the Board of Ophthalmology and the Board of 
Otolaryngology, a member of the American College of Surgeons, the 
International College of Surgeons, and has served in numerous offices 
in the medical societies of the state. He has also taken an active part 
in community activities, having been president of the Orangeburg Chamber of Commerce, 
Director of the Industrial Development Company, of the Bank of Orangeburg, and of the 
Rotary Club, as well as Chairman of the Board of Deacons of the First Baptist Church. 





DR. CLAY W. EVATT of the First District was born in Anderson 
County and attended the University of South Carolina, and gradu- 
ated from the Medical College of Virginia in 1924. He did post- 
graduate work in Richmond, New York, Brooklyn and Chicago. He 
is associate professor of ophthalmology at the Medical College of 
South Carolina, Fellow of the American College of Surgeons, Fellow 
of the International College of Surgeons and Fellow of the College 
of Ophthalmology and Otolaryngology. Dr. Evatt served as vice 
president of the South Carolina Medical Association in 1959-1960. 
He is also president of the Charleston County Board of Health and 
has been past president of his state’s specialty organization. He belongs to a great number 
of organizations and pursues an active interest in community and medical affairs. Dr. Evatt 
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practiced in Greenville for ten years. He was active in the medical and community matters 
there as he has been since his establishment in Charleston in 1935. He has published more 
than thirty medical papers. Dr. Evatt is a Captain in the Medical Reserve (retired), and a 
Veteran of World War I. 


The Second District is represented by DR. ALFRED FLOURNOY 
BURNSIDE, who was born in 1897 at Lykesland, South Carolina. 
He received his A.B. degree from Wofford College, and graduated 
from the Medical College of South Carolina in 1923, thereafter 
serving an internship at the Columbia Hospital and a residency at 
the Baptist Hospital in Columbia. In later years he has served as 
Chief of Staff at the Columbia and Providence Hospital, Chief of 
Surgery at these hospitals and the Baptist Hospital. He has been a 
very active member of the Columbia Medical Society and has held 
many offices including the presidency. 

Dr. Burnside has contributed a number of articles to medical literature. He has been a mem- 
ber of the Board of Trustees of the Medical College since 1931, and he is a member of the 
Southeastern Surgical College, and the American College of Surgeons, International College 
of Surgeons and the Southern Medical Association as well as of his local medical organiza- 
tions. 





DR. JOHN PARKS BOOKER of Walhalla represents the Fourth 
District. He is a native of Charlotte, North Carolina, but has long 
associated himself with this state in which he has many family ties. 
He attended Duke University and graduated from the Medical Col- 
lege of South Carolina in 1936. He served an internship at Baker 
Sanitorium and later at the Greenville General Hospital, remaining 
as a resident in surgery. During World War II he saw extended Army 
service abroad, entering as a First Lieutenant and being discharged 
as Lieutenant Colonel in 1946. Since then he has been promoted to 
Colonel and is assigned as Surgeon to the 108th Infantry Division 
Reserve. He is a member of several medical organizations and has taken an active part in 
civic and religious responsibilities, including the position of Mayor pro-tem on his town 
council. He has served several times as president of the Oconee Medical Society and has 
been Chief of Surgery and Chief of Staff of the Oconee Memorial Hospital. 





JOHN M. BREWER, M. D. is a representative from the Fifth 
District. He was born and lives at Kershaw, and is a graduate of the 
University of North Carolina. He received his medical degree from 
the Medical College of South Carolina in 1931, thereafter serving an 
internship at Roper Hospital, The James Walker Memorial Hospital 
in Wilmington, and as Chief Resident at the Babies Hospital at 
Wrightsville, North Carolina. He has been practicing medicine and 
surgery in Kershaw since 1933, except for a term of four years in the 
Navy terminating in 1946. He served at Pensacola and also aboard 
the aircraft carrier Midway during World War II. He has been in 





practice since 1946. 

Dr. Brewer is a member of the Southeastern Surgical Congress, The American Medical Asso- 
ciation and the Southern Medical Association. He is now serving his third year in this 
Council. 
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WILLIAM LOUIS PERRY, M. D., of the Sixth District, elected in 
1959, was born January 4, 1912 in Chesterfield, S. C. He graduated 
from Chesterfield High School in 1929 and received his B.S. at Wake 
Forest, 1934; B.S., Medicine, Wake Forest 1936; and his M.D. at the 
Medical College of South Carolina in 1938. He was an intern at 
McLeod Infirmary, Florence, and has been in general practice in 
Chesterfield since 1940. He is Past President of Chesterfield County 
Medical Association and of the Pee Dee Medical Association. 





DR. NORMAN EADDY of Sumter represents the Seventh District 
and is one of the new members of the Council. Born in Timmonsville 
in 1908, he attended the University of North Carolina, the College 
of Charleston, and the Medical College of South Carolina from which 
last he graduated in 1931. He was an intern at the U. S. Marine Hos- 
pital in San Francisco and did general practice in South Carolina 
from 1932-35, after which he did work in the field of eye, ear, nose 
and throat at the Brooklyn EENT Hospital and the Episcopal Eye 
and Ear Hospital in Washington. He practiced his specialty in Sumter 
except for interruption for war service, in which he spent four years 
and was discharged as Major from the Air Transport Command. He is a member of a number 
of medical societies in the state, a licentiate of the American Board of Ophthalmology, and a 
member of the Academy of Ophthalmology and Otolaryngology. 





JOHN M. FLEMING, M. D., serving for the Ninth District, achieved 
his education at Clemson College and the Medical College of the 
State of South Carolina. He served as intern at St. Francis Infirmary, 
and later at Walter Reed General Hospital in Washington, then pro- 
ceeded to residency in obstetrics and gynecology in the Columbia 
Hospital for Women, Washington, and afterward was Chief Resident 
Surgeon at the Garfield Memorial Hospital. During World War II 
he was Commander, U. S. Medical Corps Reserve. 

He has held many responsible positions in Spartanburg — Chief of 
Obstetrics and Gynecology at the Spartanburg General Hospital, 
Divector of Spartanburg Cancer Clinic, member of the Executive Committee of the American 
Cancer Society for South Carolina, and holds staff positions in other hospitals. He has been a 
member of the various state organizations which pertain to his specialty and is a former 
president of the South Carolina Obstetrical and Gynecological Society. He is a diplomate of 
the American Board of Obstetrics and Gynecology and state chairman of the American Col- 
lege of Obstetrics and Gynecology. He has participated in many civic activities. 





DR. C. J. SCURRY of Greenwood represents the Third District. He 
was born in Laurens county in 1894, received his degree in medicine 
from Emory University in 1916 and served internship and residency 
at St. John’s Hospital in Pittsburgh. He was with the American 
Expeditionary Forces for 13 months and has practiced medicine and 
general surgery in Greenwood since the latter part of 1919. He is a 
member of the American College of Surgeons, the International Col- 
lege of Surgeons, and the Southeastern Surgical Association. 
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Besides these members, Council also includes the following: 


1. 


1D CLP © bo 


io) 


9. 
10. 


The 


The current president of the Association, Dr. Joseph P. Cain 


. The vice president of the Association, Dr. B. J. Workman 
. The secretary, Dr. Robert Wilson, Jr. 


The treasurer, Dr. Howard Stokes 


. The president elect, Dr. Charles N. Wyatt 

. The past president, Dr. William Weston, Jr. 

. The president of the South Carolina Medical Care Plan, Dr. George Dean Johnson 

. The delegates to the A.M.A., represented by Dr. George Dean Johnson and Dr. William 


Weston, Jr. 
The executive secretary, Mr. M. L. Meadors 
The editor, Dr. Joseph I. Waring 


» last two are in attendance but do not vote. 


PRELIMINARY PROGRAM 


SOUTH CAROLINA MEDICAL ASSOCIATION 
SCIENTIFIC SESSION 
CHARLESTON, APRIL 26 AND 27, 1961 


WEDNESDAY AFTERNOON: APRIL 26 
Presiding: Dr. J. P. Cain, President, S. C. M. A. 


:30 to 2:50 p.m. HEAD INJURIES 
Dr. Frank F. Espey, Neurosurgeon, Greenville, South Carolina 
A discussion of the immediate care of acute head injuries, illustrated by lantern 
slides. Copies of this paper will be available. 


:50 to 3:20 p.m. PEPTIC ULCER 
Dr. Ross Pierpont, Chief of Surgery, Maryland General Hospital, 
Baltimore, Maryland 
A broad discussion of ulcers of the stomach and doudenum which will include the 
surgical aspects of the problem. 


:20 to 3:40 p.m. ACUTE CORONARY INSUFFICIENCY 
S. C. Heart Association Lecture—in honor of Mr. E. B. Grier, de- 
ceased, Greenville, South Carolina 
Dr. Peter Gazes, Associate Professor of Medicine, Medical College of 
South Carolina 
Dr. Gazes will present the clinical and electrocardiographic picture of this syn- 
drome with particular emphasis on the “Master two-step test”. 


3:40 to 4:00 p.m. NON OPAQUE FOREIGN BODY BRONCHIECTASIS 
Dr. Wendell Thrower, Assistant Professor of Thoracic & Cardio- 
vascular Surgery, Charleston, South Carolina 
Case reports and discussion of problem cases of pulmonary infection, determined 
to be caused by unsuspected foreign bodies which are not visible on routine 
x-ray examination. 


4:00 to 5:00 p.m. JAUNDICE — A PANEL DISCUSSION 

Dr. C. W. Legerton, Jr., Charleston, South Carolina, Moderator — 

Gastroenterology 

Dr. Ross Pierpont, Baltimore, Maryland — Surgery 

Dr. Harold Pettit, Charleston, South Carolina — Radiology 

Dr. C. W. Delia, Conway, South Carolina — Clinical Pathology 

Dr. Hugh H. Dubose, Columbia, South Carolina — Internal Medicine 
The ever perplexing problem of obstructive versus non-obstructive jaundice. The 
interpretation of laboratory tests, x-ray findings, and the medical and surgical 
care of these patients. 


THURSDAY MORNING: APRIL 27 
Presiding: Dr. J. P. Cain, President, S. C. M. A. 


9:30 to 10:00 a.m. BREAST MALIGNANCY — TREATMENT AFTER SURGERY 
Dr. James F. Newsome, Assistant Professor of Surgery, University of 
North Carolina 
Dr. Newsome is director of the tumor clinic and will discuss hormonology of 
cancer and its growth. 





to 
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10:00 to 10:10 a.m. DISCUSSION 
Dr. John C. Hawk, Jr., Assistant Professor of Surgery, Medical Col- 
lege of South Carolina 


10:10 to 10:40 a.m. PHYSIOLOGIC CHANGES AT BIRTH 
Dr. Herbert S. Harned, Assistant Professor of Pediatrics, University 
of North Carolina 
Dr. Harned will discuss the immediate changes, chiefly respiratory and circulatory, 
in the newborn with emphasis on immediate care of the newborn. 


10:40 to 10:50 a.m. DISCUSSION 
Dr. Walter M. Hart, Florence, S. C. 


10:50 to 11:20 a.m. MANAGEMENT OF ACUTE RENAL INSUFFICIENCY 
Dr. William B. Blythe, Department of Medicine, University of North 
Carolina 
Dr. Blythe will cover renal physiology and disease with emphasis on chemical 
(drug) poisoning, tranfusion, et cetera. 


11:20 to 11:30 a.m. DISCUSSION 
Dr. Arthur V. Williams, Charleston, S. C. 


11:30 to 12:00 p.m. BLEEDING IN THE LAST TRIMESTER OF PREGNANCY 
Dr. A. Stark Wolkoff, Assistant Professor of Obstetrics & Gynecology, 
University of North Carolina 
Dr. Wolkoff will discuss the placenta as an organ, as well as the clinical sig- 
nificance of bleeding in late pregnancy, plus a discussion of clotting mechanisms. 


12:00 to 12:10 p.m. DISCUSSION 
Dr. J. Decherd Guess, Greenville, S. C. 


12:10 to 12:40 p.m. ROENTGENOTHERAPY IN FEMALE MALIGNANCY 
Dr. Charles A. Bream, Associate Professor, Roentgenology, Univer- 
sity of North Carolina 
A discussion of conventional x-ray therapy, super voltage and radio isotopes in 
malignant disease in females. 
12:40 to 12:50 p.m. DISCUSSION 
Dr. J. Harvey Atwill, Jr., Orangeburg, South Carolina 


THURSDAY AFTERNOON: APRIL 27 
Presiding: Dr. R. C. Smith, Chairman, Program Committee 
SECTION A — 2:30 to 3:30 p. m. 


MEDICINE AND SURGERY 
THYROID DISEASES — A PANEL DISCUSSION 


Dr. James F. Newsome Department of Surgery 
University of North Carolina 
Dr. William B. Blythe Department of Medicine 
University of North Carolina 
Dr. Charles A. Bream Department of Roentgenology 
University of North Carolina 
Dr. William H. Prioleau Department of Surgery 
Medical College of South Carolina 
Moderator — Dr. John Buse Department of Medicine 


Medical College of South Carolina 
This panel should discuss the diagnosis and treatment of thyrotoxicosis, solitary nodules of the 
thyroid, cancer of the thyroid, myxedema, plus the complications of thyroid disease and thyroid 
surgery. 


SECTION B — 2:30 to 3:30 p. m. 
Presiding: Dr. J. P. Cain, President, S$. C. M. A. 
PEDIATRICS, OBSTETRICS, GYNECOLOGY 


THE EFFECT OF DRUGS AND ANESTHETIC AGENTS ON MOTHER 
AND CHILD, PRE & POST PARTUM 


Dr. A. Stark Wolkoff Department of Obstetrics & Gynecology 
University of North Carolina 
Dr. Herbert S. Harned Department of Pediatrics 
University of North Carolina 
Dr. Lawrence Hester Department of Obstetrics & Gynecology 
Medical College of South Carolina 
Dr. Laurie Brown Department ot bendinadiileay 
Roper Hospital, Charleston, S. C. 
Moderator — Dr. John R. Paul, Jr. Department of Pediatrics 
Medical College of South Carolina 
The advantages and disadvantages of drugs, anesthetic agents, parenteral fluids and _trans- 
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fusion needs re-emphasis. The place of hypnotherapy in this field is debatable. These points 
will be discussed. 


THURSDAY AFTERNOON: APRIL 27 
Presiding: Dr. R. C. Smith, Chairman, Program Committee 
SECTION C — 3:45 to 5:00 p. m. 


MEDICINE AND PEDIATRICS 
THE COLLAGEN DISEASES — A PANEL DISCUSSION 


Dr. Herbert S. Harned 
Dr. William B. Blythe 
Dr. H. R. Pratt-Thomas 


Department of Pediatrics 

University of North Carolina 

Department of Medicine 

University of North Carolina 

Department of Pathology 

Medical College of South Carolina 

Spartanburg, South Carolina 

Department of Medicine 

Medical College of South Carolina 

This should include not only a discussion of the so called collagen diseases, such as lupus 
erythematosis, panarteritis, dermatomyositis, but also the possible relation to rheumatoid arth- 
ritis, rheumatic fever and nephritis. 


SECTION D — 3:45 to 5:00 p. m. 
Presiding: Dr. J. P. Cain, President, S. C. M. A. 
SURGERY, OBSTETRICS, GYNECOLOGY 
THE PAINFUL FEMALE PELVIS — A PANEL DISCUSSION 
Dr. James F. Newsome 
Dr. A. Stark Wolkoff 
Dr. Edward J. Dennis 


Dr. Charles A. Bream 


Dr. D. Lesesne Smith 
Moderator — Dr. Vince Moseley 


Department of Surgery 

University of North Carolina 

Department of Obstetrics & Gynecology 

University of North Carolina 

Department of Obstetrics & Gynecology 

Medical College of South Carolina 

Department of Roentgenology 

University of North Carolina 

Moderator — Dr. William C. Cantey Columbia, South Carolina 

Dysmenorrhea, endometriosis, displacement of the uterus, benign and malignant tumors, their 
diagnosis and treatment. Other conditions such as_ diverticulitis, renal and musculoskeletal 
causes will be discussed. 

In addition to the regular presentation, a number of motion pictures will be shown during the 
program so that members who are not interested in the current portion of the program may 
avail themselves of the opportunity to view an instructive film. 

On Wednesday morning, for those who are not otherwise engaged, there will be available at 
the Medical College a series of tours which are intended to give the participants a quick view 
of the research activities which are being carried out. These will probably be arranged at 
several different starting times, and fuller announcement as to details will be made later. 








SCHOLARSHIP IS CREATED HONORING 
DR. H. J. STUCKEY 
The medical staff of the Bamberg County Mem- 


He succeeds Dr. Davis D. Moise. Elected staff secre- 
tary during the meeting, was Dr. Lee A. Givens. 





orial hospital has established a fund to be known as 
the Dr. H. J. Stuckey scholarship fund. 

The purpose of the fund is to make available funds 
to enable young women of Bamberg county to pursue 
a career in the nursing profession. 

Dr. Stuckey, who is honored and recognized by the 
medical staff by establishing the scholarship fund, has 
been practicing medicine in Bamberg for almost 50 
years. He went to Bamberg in July 1911, following 
his graduation from the Medical College of S. C., 
back in the horse and buggy days. 


Dr. Robert P. Bultman was elected to head the 
medical staff at Tuomey Hospital in Sumter for 1961. 
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HORRY COUNTY MEDICAL SOCIETY 
New officers of the Horry County Medical Society 
were recently elected. They are: Dr. G. P. Joseph, 
president; Dr. D. L. Duerk, vice-president; and Dr. 
W. S. A. Harris, secretary-treasurer. 


STAFF OFFICERS 
New medical staff officers at St. Francis Hospital, 
Greenville, were named recently. They are Dr. L. N. 
Bellew, president; Dr. Larry Crowl, vice president, 
and Dr. Graham Hopper, secretary. 


Henry J. Ritchie, M. D. announces the removal of 
his office from 3834 Dorchester Road to 526 Maybank 
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Highway, Riverland Terrace for the practice of 
General Medicine. 


Dr. Philip O. Shillinglaw announces the opening of 
his offices for the purpose of General Practice of 
Medicine in St. Stephen, S. C. 


Dr. Allen Parrott Jeter has begun practice in Winns- 
boro. 

Dr. Jeter worked with the U. S. Public Health Ser- 
vice for two years and entered the Medical College of 
South Carolina in 1956, where he graduated in 1959. 
He served internship at Columbia Hospital. 


DR. ZEMP CHOSEN 
Dr. Charles H. Zemp, Jr., has been named chief of 
staff for 1961 at the Kershaw County Memorial Hos- 
pital at Camden. He succeeds Dr. J. W. Brunson, 
who now becomes vice chairman. 
Dr. B. W. Marshall is the staff's new secretary. 


Dr. Mack Steward Bonner has moved to Anderson 
from Savannah, Ga., to open an office for practice. He 
has been admitted as a member of the Anderson Hos- 
pital staff and given privileges in anesthesiology at the 
hospital. 


DR. P. KENT SWITZER AWARDED 
FELLOWSHIP 

P. Kent Switzer, M. D. of Union, has received a 
Full Fellowship in the American College of Physicians. 
Dr. Switzer is the only practicing physician in Union 
to receive the high honor, and is among some 15 
throughout the State of South Carolina. 

Dr. Switzer is associated with his father, Dr. P. K. 
Switzer in the practice of medicine in Union. He is an 
internist and diagnostician. 


DR. HOLMES LEAVES 

For about 30 years Dr. Gertrude Holmes has prac- 
ticed internal medicine in Greenville and long has 
been recognized as one of the best, proving that 
women are fully the equals of men in the practice of 
medicine. 

She plans to leave private practice, however, to 
join the staff of the Veterans Administration Hospital 
at Dublin, Ga. 


DR. JONES OPENS OFFICE 
Dr. Lewis E. Jones, Jr., a 1957 graduate of the 
Medical College of South Carolina, who served his 
internship at Greenville General Hospital has begun 
medical practice as an associate of Dr. William M. 
Shirley in Greenville. 


DR. HENDRIX HONORED 
Dr. William T. Hendrix was honored by his col- 
leagues at a meeting of the Spartanburg County 





Medical Association by being named doctor of the 
year for his county. Dr. Hendrix is a general prac- 
titioner in Spartanburg. 

E. Arthur Dreskin, M. D., Donald G. Kilgore, Jr., 
M. D. and W. Marion Waters, III, M. D. announce 
the opening of an office for the practice of Clinical 
and Anatomic Pathology including Cytology at 11 
Sumner Street, Greenville, S. C. 


Virgil Harvey, Jr., M. D. announces the opening of 
his office at 1492 Sumner Ave., N. Charleston for the 
practice of general medicine. 


STUKES SERVES OVER 50 YEARS 

Dr. Lionel C. Stukes has observed his 81st birth 
anniversary and is still actively engaged in his profes- 
sion in Summerton. 

Dr. Stukes, 81 on December 14, is a Manning native 
and was graduated from the Medical College of South 
Carolina. He went to Summerton in 1904 and has 
served the public since, as physician, benefactor and 
friend. 


The twenty-ninth annual Medical and Surgical 
Clinic of the Union Community Hospital was held 
Friday, January 27, preceded by a banquet the night 
before. The banquet was in honor of Dr. L. A. Sarto- 
Bolden. 


Dr. C. W. Legerton, Jr. of Charleston has just re- 
ceived certification of his election to active member- 
ship in The American Gastroenterological Association. 
He will be inducted at the annual meeting in Chicago 
in May. 

Dr. Legerton is the first and only member of this 
society from the State of South Carolina. 


DR. BURLEY HONORED 
Dr. Robert Burley, Clemson physician, was named 
“young man of the year” for Clemson at an awards 
night session of the Clemson Jnnior Chamber of Com- 
merce. The award was presented by Dr. Bill Hunter, 
another physician. 


DR. GODWIN MOVES TO CHERAW 

Dr. Winston Y. Godwin, who is to be associated 
with Dr. J. E. Hodge in the practice of general medi- 
cine and surgery, moved to Cheraw with his family 
in December. 

Dr. Godwin is a 1949 graduate of Clemson College 
in engineering and was in private business for four 
years before being called to the Air Force. 

After his discharge he completed a years post- 
graduate study at The Citadel and then entered the 
Medical College of S. C. in 1954, where he was first 
honor graduate. 

He has completed a rotating internship at Roper 
Hospital and the Medical College Hospital. 
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CHARLESTON COUNTY HEALTH CENTER DEDICATED IN HONOR OF LEON BANOV, M. D. 


LEON BANOV, M. D. 


On March 7, Charleston’s new Health Center, 
dedicated to Leon Banov, M. D., was formally 
opened with appropriate remarks by various 
prominent personages. 

This fine new center is a monumental testi- 
monial to the successful efforts of Dr. Banov 
to provide for Charleston County the best in 
accomplishment in public health. Dr. Banov’s 
long and efficient efforts in this field have 
achieved recognition in many quarters. Dedi- 
cation of the building to Dr. Banov during his 
lifetime is an unique tribute to his faithful and 
expert service to the people of Charleston 
County. 


Dr. Banov’s curriculum vitae follows: 

Dr. Leon Banov, Sr. 

Born in Suavalki, Poland, July 5, 1888 

Graduate in Pharmacy, School of Pharmacy, Medical 
College of South Carolina (Ph. G.) 

Graduate in Medicine, School of Medicine, Medical 
College of South Carolina (M. D.) 


Honorary degree—Doctor of 
Charleston, 1960 


Assistant city bacteriologist (1912) 


Laws—College of 


Milk inspector—During this period, Dr. Banov in 
great measure was responsible for Charleston to be- 


come the first city in the United States to require 
pasteurization of all milk sold in the city (1919) 
Appointed County Health Officer (1920) 


Marcu, 1961 





S. C. State Board of Health 
Photograph by E. S. Powell 


In 1936, the county took over the administration of 
the city health department 

At present, he continues to serve as Director of The 
Charleston County Health Department 

During his health officership, Charleston won honor- 
able mention in the National Health Conservation 
Contest sponsored by the U. S. Chamber of Commerce 
for the years 1932, 1933, 1934, 1935, 1936, and 1939. 
In 1938, Charleston won first place. 

This is recognition of Dr. Banov’s efficient ad- 
ministration of the health department in its efforts to 
improve the health and environment of the com- 
munity. 

In addition to being health officer of Charleston 
County, Dr. Banov is Professor of Public Health at the 
Medical College of South Carolina and is special con- 
sultant to the United States Public Health Service. He 
is a Diplomate of the American Board of Preventive 
Medicine (certified as a specialist in preventive medi- 
cine ). 

In the early 1920’s, Dr. Banov served as executive 
secretary of the Charleston County Tuberculosis Asso- 
ciation and played a leading role in establishing Pine- 
haven. 

Dr. Banov has served as 

Ptesident of the International Society of Medical 
Health Officers. 

Chairman of the Health Officers Section of the 
American Public Health Association. 

Chairman of the Public Health Section of the 
Southern Medical Association. 

President of the South Carolina Public Health Asso- 
ciation. 

President of the Charleston County Medical So- 
ciety. 
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Plaque of Dr. Leon Banow provided by his many 
friends and executed by Willard Hirsch. 

This plaque occupies a prominent place near the 
entrance to the new Health Center. 


Dr. Banov has given 49 years of continuous service 
in public health work in Charleston and Charleston 
County. During this time he has labored faithfully and 
meritoriously and his achievements have brought 
national recognition to him and his community. 


DR. SIEGLING ON TRUSTEE BOARD 


Dr. John Arthur Siegling, Charleston surgeon, was 
recently named to the College of Charleston Board of 
Trustees. Dr. Siegling is a native of Charleston. He 
was graduated from the College of Charleston in 
1928 and from the Medical College of South Carolina 
four years later. He is an orthopedic surgeon and has 
contributed many scientific papers to medical journals. 


ANDERSON COUNTY OFFICERS 


Dr. C. Wilson Orr has been named president of the 
Anderson County Medical Society to succeed Dr. 
J. W. Wyman. Serving with him in the coming year 
will be Dr. Leo E. Davison, vice-president; Dr. Olin 
Meredith, secretary; and Dr. Charles Bailes, treasurer. 
New officers were installed Tuesday, January 10. 


DR. COUNTS OPENS OFFICE 
Dr. Gurdon W. Counts, after completing a year as 
an intern in the Greenville General Hospital, has re- 
turned to his old home in Prosperity to practice medi- 
cine. He will be associated with Dr. Leslie Mills. 
Dr. Counts is a graduate of the Prosperity High 





School, Newberry College and the South Carolina 
Medical College in Charleston. 


DR. YATES, UROLOGIST, RETIRES 

Dr. Theodore M. Yates, Chief Urologist at the VA 
Hospital in Columbia has retired after approximately 
18 years of government service, Dr. Chalmer Davee, 
manager, announced. 

Dr. Yates was born in Durham, England. He re- 
ceived his M. D. Degree from the University of 
Georgia Medical Department in 1919 and completed 
his internship at Roosevelt Hospital in New York City. 
He served as a foreign missionary from 1922 to 1942 
with assignments in Canada and China. He entered 
active duty with the Medical Corps, U. S. Army in 
1943 being ordered back to China where he had 
served previously as a missionary, and remained in 
the service until 1946, obtaining the rank of Lt.-Col- 
onel. He was awarded the Bronze Star Medal for out- 
standing service. On February 21, 1946 he was ap- 
pointed in the VA and assigned to the VA Hospital at 
Columbia, and has been continuously employed there 
since that time. 

Dr. Yates was certified by the American Board of 
Urology in 1955. He is a Fellow of the International 
College of Surgeons, is a member of the Southern 
Surgical Association and a Fellow in the American 
College of Surgeons. 


F. Marion Dwight, M. D. will be in Branchville, 
S. C. for office hours Tuesdays and Fridays from 2 
to 6 P. M.. Office hours will be observed in office of 


Dr. Donald Hiers. 


DR. WHITE NAMED 

Dr. Leta J. White is new president of the Cherokee 
County Mental Health Association. 

Dr. White, who served as vice president during the 
past year, succeeds Dr. Denver J. Davis who has been 
president for two years. Other officers elected were 
Dr. G. Preston Edwards, vice president; Mrs. Alfred 
New, secretary; Mrs. Jack Blanton, assistant secretary 
and Dr. Paul Gratiot, treasurer. 

Dr. Davis will be the association’s representative 
on the South Carolina Mental Health Association 
Board. 

25 PHYSICIANS LICENSED IN S. C. 

Twenty-five physicians were licensed to practice in 
South Carolina during a meeting of the State Board 
of Medical Examiners of South Carolina on December 
13 at the Columbia Hotel. 

They are: 

Dr. Charles R. Richardson, a graduate of the Medi- 
cal College of Georgia (1958) and licensed in Georgia. 
He is presently in the Navy and is serving a residency 
(Ob.-Gyn.) at the U. S. Naval Hospital, Pcrtsmouth, 
Va. He plans to locate in Charleston at a later date. 

Dr. Henry S. Anderson, a 1950 graduate of the 
Bowman Gray School of Medicine, is licensed in 
North Carolina and Georgia. He is presently serving 
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a residency in Radiology at the Medical College of 
Georgia and will be located at Spartanburg General 
Hospital after March 1, 1961. 

Dr. Mack S. Bonner graduated from the Medical 
College of Georgia in 1952. He specializes in Anes- 
thesiology. He will be practicing at the Anderson 
Memorial Hospital after January 1, 1961. He formerly 
practiced in North Carolina and Georgia. 

Dr. Reese W. Bradford, who graduated from the 
Medical Department of the University of Georgia in 
1922, practiced at Milledgeville State Hospital for 36 
years. Dr. Bradford has been a psychiatrist at the 
S. C. State Hospital since October. 

Dr. Leland C. Brannon, a 1947 graduate of the 
Vanderbilt University Medical School, is trained in 
Neurosurgery. He is presently located in Philadelphia 
where he was with the U. S. N. Hospital. He recently 
received his discharge from the Navy and will locate 
in Greenville after the 1st of January. 

Dr. James C. Brice, Jr., who graduated from Emory 
University last June, is licensed in Georgia. Dr. Brice 
is serving his internship at Greenville General Hos- 
pital. 

Dr. Dorothy T. Clark who graduated from the Har- 
vard Medical School in 1952 has been in General 
Practice, for the past seven years, in Florida. She is 
presently living in Jackson. 

Dr. Claude W. Delia, a 1950 graduate of the Yale 
School of Medicine, is presently located at the Conway 
Hospital. Dr. Delia completed a residency in Path- 
ology at Walter Reed Hospital. He was recently dis- 
charged from the Army. 

Dr. George M. Faile, Jr., who graduated from 
Emory University in 1951 has practiced medicine in 
West Africa for the past seven years. He is presently 
in General Practice at Greenville General Hospital. 

Dr. Thomas C. Littlejohn, Jr., a 1959 graduate of 
the Vanderbilt University School of Medicine, is 
licensed in Georgia and Maryland. Dr. Littlejohn is 
presently serving an internship at Greenville General 
Hospital. 

Dr. Allen H. Mackenzie who graduated from the 
Tulane University School of Medicine in 1955, is 
serving a residency in Internal Medicine in Cleveland, 
Ohio, and plans to locate in Spartanburg in September, 
1961. 

Dr. Joseph N. Marshall, a 1955 graduate of the 
University of Louisville, is licensed in Kentucky. Dr. 
Marshall completed a residency in Neurology at 
University Hospital in Michigan and is now at the 
Medical College Hospital in Charleston. 

Dr. David C. McLean graduated from the Univer- 
sity of Tennessee in 1954, and is licensed in Tennessee. 
Dr. McLean completed a residency in Pediatrics at 
Children’s Hospital of Philadelphia and is now in 
practice in Florence. 

Dr. James K. McDonald received his degree from 
the Medical College of Gecrgia where he served a 
residency in Psychiatry. Dr. McDonald is presently in 
service and will be at Fort Jackson until June, 1962. 
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Dr. Harold L. Murray has an M. D. degree from 
Emory University, class of 1951. He served a resi- 
dency in General Practice and in Urology. He is in 
the practice of Urology in Winston-Salem at present 
and plans to move to Anderson in about six months. 

Dr. Franklin W. Roush, Jr., a 1941 graduate of the 
University of Cincinnati, is licensed in Florida and 
Ohio. He is in the practice of Internal Medicine in St. 
Petersburg, Fla., and expects to practice in Anderson 
when he is in South Carolina. 

Dr. Margaret M. K. Shelton who has an M. D. de- 
gree from Tulane University and has served a resi- 
dency in Internal Medicine is licensed in Louisiana. 
Dr. Shelton is now located in Charleston. 

Dr. Marion D. Shelton, a graduate of Tulane Uni- 
versity, class of 1947, has completed a residency in 
Psychiatry and has been practicing in Charleston since 
October. 

Dr. Richard O. Stader, who graduated from Jeffer- 
son Medical College in 1953 and served a residency 
in Orthopedic Surgery, is now practicing in Florence. 
Dr. Stader is also licensed in Pennsylvania. 

Dr. John D. Thomas, a 1956 graduate of the Johns 
Hopkins University School of Medicine, took a resi- 
dency in Anesthesiology and is presently at the U. S. 
Naval Hospital in Charleston. He expects to begin 
practicing in Charleston around July. 

Dr. William P. Tinkler, a 1951 graduate of the 
Vanderbilt University School of Medicine, is licensed 
in Tennessee and Florida. He served a residency in 
Radiology at Jackson Memorial Hospital in Miami. 
Dr. Tinkler has been located in Greenwood since 
September. 

Dr. Alexander F. Weir, Jr., who graduated from the 
Bowman Gray School of Medicine in 1953, will com- 
plete a residency in Otolaryngology at N. C. Baptist 
Hospital next June. He plans to locate in Spartanburg. 

Dr. James A. Bennett, a graduate of the Medical 
College of Virginia, class of 1916, practiced in Algoma, 
W. Va., for 28 years before he came to South Carolina 
in September. He is in General Practice at the Colum- 
bia Hospital. 

Dr. Donald M. Rowe who graduated from the 
Marquette University School of Medicine in June, 
1951, is in Industrial Medicine with the Kohler Co. in 
Wisconsin. He will be with the plant in Spartanburg 
several times a year. 

Two other physicians appeared before the Board, 
presented their credentials, and will be licensed upon 
completion of their applications. They are: 

Dr. Timothy M. Corrigan who has an M. D. degree 
from Georgetown University, class of 1937. Dr. Cor- 
rigan is a surgeon and was in practice in Pennsylvania 
before coming to South Carolina. He is with the 
Veterans Hospital. 

Dr. Paul C. Swenson who graduated from the 
University of Minnescta School of Medicine in 1926 
and is licensed in Minnesota. Dr. Swenson is a 
Radiologist at the Veterans Hospital. 














































FIFTH GREENVILLE POSTGRADUATE SEMINAR 
A PRACTICAL SEMINAR 
GREENVILLE, 8. C.— APRIL 11, 12, AND 13, 1961 


This program has been prepared with the practicing physician in mind. Our speakers 
are men of outstanding reputation, our atmosphere informal, and our subjects are those daily 
problems met by the practicing physician, regardless of particular interest or specialty. 


GUEST SPEAKERS 


Dr. Richardson Hill, Jr. Associate Professor of Medicine 
University of Alabama 

Dr. Victor Vaughan Professor of Pediatrics 
University of Georgia Medical School 

Dr. Ben Branscombe Assistant Professor — Pulmonary Diseases 
University of Alabama 

Dr. B. L. Martz Lilly Research Laboratories 


Eli Lilly & Company 
Indianapolis 6, Indiana 


Dr. Peter Gazes Professor of Medicine 
Medical College of South Carolina 
Dr. Monroe Romansky Professor of Medicine 
George Washington University Medical School 
Dr. James G. Mulé Professor of Obstetrics and Gynecology 
Louisiana State University Medical School 
Dr. Joseph Cain President, South Carolina Medical Association 
Dr. John Cuttino Dean 


Medical College of South Carolina 
TUESDAY, APRIL 11, 1961 
New Auditorium — Out Patient Department — Greenville General Hospital 


8:00 Registration 
8:30 Welcome 
9 


EE ee ee ee eee Hyperadrenal Corticism 
Rg ree merece ae Pediatric Genetics 
11:00 Dr. Ben Branscombe _-_----_- Management of Chronic Suppurative Pulmonary Disease 
ae enone et Aer tee iy Ser ae Infected Abortion 


12:40 Question & Answer period for morning lectures. Drs. Hill, Vaughan, Branscombe, Mulé 
and Cuttino. 
1:10 Luncheon 


SE EN a ee External Cardiac Massage 
2:30 Dr. Monroe Romansky __------- Factors Influencing the Trend of Antibiotic Therapy 
Ie OS LO ea ee eee Differential Diagnosis of Hypertension 
4:10 Question & Answer period for afternoon lectures. Drs. Gazes, Romansky, Martz, and 


Cuttino. 

7:00 Ladies’ Night — Poinsett Club 
Social Hour 

8:00 Buffet 


WEDNESDAY, APRIL 12, 1961 


O70): Tk: Someone Gs, Ws... we eke Therapy of Prolonged Ruptured Membranes 
10:00 Te, Monsees Romendky ........................... Steriods and Infectious Diseases 
ae 62 B. L. Mets .............. Management of Patients with Chronic Renal Disease 
oS BS eS Se eee Pituitary Adrenal Responses 


12:40 Question & Answer period for morning lectures. Drs. Mulé, Romansky, Martz, Hill, 
and Cuttino. 
1:10 Luncheon 


ee TT ERR aS AOR A RE CT Medicine 1961 
PO ee See Jaundice in the Newborn 
S20) De. Bes Seeeowive ....................... Inhalation Therapy in Private Practice 
MO ee eee an en een Diagnosis of Angina Pectoris 


5:10 Question & Answer period for afternoon lectures. Drs. Cain, Vaughan, Branscombe, 
Gazes, and Cuttino. 

7:00 Country Club — Social Hour 
Host, Parks McKinney, Russell Jones, B. F. Ascher & Co. 

8:00 Banquet 

9:00 Dance 


THURSDAY, APRIL 13, 1961 


A ee are ae ees Therapy of Primary Hypertension 
10:00 Dr. Monroe Romansky __-------------- The Staphylococcal Problem and Its Therapy 
11:00 Dr. Victor Vaughan __-----_- Some Unsuspected Manifestations of Allergy in Children 
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Og a a ee ee Treatment of Angina Pectoris 
12:40 Question & Answer Period for morning lectures. Drs. Martz, Romansky, Vaughan, 
Gazes, and Cuttino. 
1:10 Luncheon 
Dr. John Cuttino ____---~- Some Disturbing Thoughts in Present Day Medical Trends 
2:30 Dr. Ben Branscombe __--.--------- The Diagnosis of Unusual Pulmonary Conditions 
2S. 3) eee Acute Renal Failure in Toxemia of Pregnancy 
4:10 Question & Answer Period for afternoon lectures. Drs. Cuttino, Branscombe and Mule. 


29th ANNUAL MEETING 
SOUTHERN BRANCH AMERICAN 
PUBLIC HEALTH ASSOCIATION 
LOUISVILLE, KENTUCKY 
APRIL 12, 13, 14, 1961 


AMERICAN COLLEGE OF 
OBSTETRICIANS AND GYNECOLOGISTS 


There will be a Conference at 11:00 a. m. on 


AMA LEADERS SET BACK AT 
CONFERENCE ON AGING 


The White House Conference on Aging was a 
distinct disappointment to the leaders of the AMA. 
Practically everything went wrong. And by the time 
the last participant left Washington, it was clear that 
the experience had cost the AMA more than it had 
gained. 

In the beginning, the AMA was charged with “rig- 
ging” the conference committees in order to block 
support for a Social Security-style aged care program. 
But events quickly revealed that the principal accusers 
—the smooth-working labor delegates— were actually 
in control. 

The AMA also thought it had reason to expect the 
support of Republican leaders. 

Yet it got one of its sharpest setbacks when two 
officials of the Eisenhower Administration—former 
Health Secretary Marion B. Folsom and Labor Under- 
secretary Arthur Larson—threw in their lot with the 
Social Security forces. 

Dr. Leonard W. Larson, AMA president-elect, won 
the backing of his health and medical care section for 
an attack on the Social Security approach. But the in- 
come maintenance section which was charged with 
the financing problem rolled through a resolution giv- 
ing the Social Security approach a thumping endorse- 
ment. It declared that public assistance and voluntary 
insurance “will continue to fall short of meeting the 
basic medical care needs of the aged as a whole.” 

The end result was that the general public, and 
more particularly Congress, got the impression that the 
Conference leaned toward the Social Security formula. 
And this couldn’t help but boost the chances of the 
AMA-opposed bill which the Kennedy Administration 
will push in the new Congress. 

Medical World News 
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Wednesday, April 26, 1961 at The Americana, Bal 
Harbour, Florida, of the officers and members of 
local, state, county, and regional Maternal Mortality 
Committees. The meeting will be under the chair- 
manship of Alan Guttmacher, M. D., Chairman of the 
Committee on Maternal and Perinatal Health of the 
American College of Obstetricians and Gynecologists. 
Drs. Edward H. Dennen of New York and Edmund 
W. Overstreet of San Francisco are members of this 
committee. 


DR. JAMES R. YOUNG: 

In my time I have been privileged to watch the 
careers of many brilliant men and women in varied 
fields, and it has always been a source of much satis- 
faction to note that so many of these careers have 
been topped with a bit of crowning glory. 

I have watched for many years your brilliant and 
useful career in the field of medicine and surgery, 
and I recall that the honors coming your way have 
been numerous, including one that came to you many 
years ago that of a Fellow of the American College of 
Surgeons, which I believe, was one of the first of the 
FACS awards made to an Anderson medical man. 

But, about this additional contribution you are 
making after a long and brilliant career in medicine 
and surgery, and which I choose to describe as your 
“crowning glory.” Your interest and work in the im- 
portant field of cancer control is a source of much 
gratification to your friends and patients here in 
Anderson. The work you have done has given great 
impetus to this effort to find the cause and cure of 
this dread disease. I am sure you have spared no 
personal effort in this great crusade and you may feel 
assured that your name will be blessed for your un- 
tiring fight and personal sacrifice. 

COLONEL ANDERSON 
—The Daily Mail ( Anderson ) 
January 21, 1961 


POLITICS FIRST 

The White House Conference on Aging has come 
under fire from George Meany, president of the 
AFL-CIO, because some of the participants dare to 
believe that private medical care is superior to social- 
istic medical care. 

Even before the conference opened Monday, it 
was apparent that advocates of federal medical aid 
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programs would seek to discredit the meeting. They 
were bitter because supporters of private medicine 
were represented. 

Dr. J. Lafe Ludwig of Los Angeles, chairman of the 
American Medical Association Council on Medical 
Service, said: “If this conference fails, the responsibil- 
ity rests squarely upon the 
Meany.” 

Mr. Meany’s open hostility to the AMA for pre- 


shoulders of George 


ferring private medicine care to socialist programs is 
a measure of radical penetration in American life and 


Deaths 


thinking. No physician should apologize for refusing 
to believe that the superstate is the best doctor. 


Anyone familiar with the record of Big Unionism 
should realize that it puts political doctrines ahead of 
human needs. Some of the conference participants 
may not realize it, but the union bosses and other 
advocates of socialism would rather see this and 
every other medical conference fail than fer their 
precious doctrine of Big Government to suffer. 


—News & Courier (Charleston ) 





DR. JAMES L. BRYSON 


Dr. James Lauderdale Bryson, 71, died at his 
home in Winnsboro, January 26th after an illness of 
several months. 

Dr. Bryson took up the study of medicine at the 
College of Physicians and Surgeons at Atlanta, Ga., 
from which he was graduated. 

He pursued postgraduate work with the City Health 
Department of New York City and at the Lying-In 
Hospital in Philadelphia. 

He served in the United States Army Medical Corps 
and since 1928 had been connected with the Fairfield 
County Health Department. 


COL. W. H. MONCRIEF 

Col. William Henry Moncrief, Medical Corps, USA 
Ret., died January 25th at Fitzsimons General Hos- 
pital, Denver, Colo., following a long illness. He was 
84 years old. 

Following his retirement, he was appointed Super- 
intendent of the South Carolina Tuberculosis Sani- 
tarium, State Park, S. C., a position he held for 16 
years until 1954 when his health failed. 

Colonel Moncrief was a member of the American 
Medical Association and was a Fellow, American Col- 
lege of Surgeons. He also belonged to the Columbia 
Medical Society, Trudeau Society, American Tuber- 
culosis Association, Columbia Rotary Club, Spanish- 
American War Veterans Association, the American 
Legion and numerous other professional and civic 


clubs. 


DR. J. P. KILLEY 

Dr. John Philip Killey, 39, was found dead in his 
automobile in a deserted area near the ocean in the 
Briar Cliff Acres section near Myrtle Beach, S. C. 

Dr. Killey was graduated from The Citadel and the 
Medical College of South Carolina. He served in the 
Army Medical Corps in Korea and at Fort Jackson. 
He had practiced in Myrtle Beach for 12 years. 


DR. AMOS C. ESTES 

Dr. Amos C. Estes, 67, retired physician of Bethel 
Community Fairfield County, died in the Columbia 
Hospital. 

Dr. Estes was born in Laurens, attended Furman 
Fitting School and was graduated from Emory Uni- 
versity School of Medicine in 1917. Since that time 
he has made his home in Fairfield County where he 
practiced medicine. He also practiced in surrounding 
territory and had retired several years ago. 

He was a member of the Fairfield County Medical 
Association and the S. C. Medical Association. 


DR. GEORGE H. McLEOD 

Dr. George Holliday McLeod age 26, died De- 
cember 28 as a result of a hunting accident. 

Dr. McLeod was a son of the late Dr. James C. 
McLeod and grandson of Dr. Frank H. McLeod, both 
of whom served as presidents of the South Carolina 
Medical Association. He attended the University of 
North Carolina where he was elected president of the 
senior class and was chairman of the Men’s Honor 
Council, member of Phi Beta Kappa and the Order 
of the Golden Fleece. He was presented with the 
Algernon Sydney Sullivan Award as the outstanding 
graduate of his class. Dr. McLeod received his medi- 
cal degree from Cornell University College of Medi- 
cine in 1958 and was in his second year as resident in 
surgery in the New York Hospital. 


DR. J. R. CLAUSSEN 

Dr. John R. Claussen, 69, director of the Florence 
County Health Department, died December 20. 

Dr. Claussen was born at Claussen, February 21, 
1891. He was educated at Presbyterian High School, 
was graduated from Porter Military Academy, and 
received his medical degree from the Medical College 
of South Carolina in 1913. He interned at Roper Hos- 
pital in Charleston. 

Dr. Claussen was a member of the First Presby- 
terian Church of Florence. He was a member of the 
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American Legion, Veterans of World War I; VFW, 
for which he was post surgeon; the Florence County 
and the Pee Dee Medical Societies, the South Caro- 
lina Medical Association, and the South Carolina 
Public Health Association, of which he was a past 
president. 


DR. WALTER LANCASTER 

Dr. Walter B. Lancaster, 83, retired pioneer 
Spartanburg physician, died December 21st in a Col- 
umbia Hospital after a long illness. 

A general practitioner until his retirement and mem- 
ber of a well known Spartanburg family, Dr. Lan- 
caster was graduated from Wofford Fitting School as 
a young man. In 1909 he was graduated from the 
Vanderbilt University School of Medicine. 


DR. J. A. WERTZ 

Dr. John Alexander Wertz, 53, died at his home in 
Estill, December 30th. 

Born in Savannah, September 26, 1907, Dr. Wertz 
was first honor graduate of Presbyterian College, class 
of 1928. He was a member of Pi Kappa Alpha frater- 
nity. 

Dr. Wertz was a veteran of World War II, serving 
in the Army Medical Corps. He had practiced medi- 
cine in Estill 26 years. 


DR. THOMAS G. SHARP 

Dr. Thomas G. Sharp, 76, well known Greenville 
urologist, died at a Greenville hospital after a week 
of illness. 

A native of Hiddenite, N. C., he was a member of 
the Greenville County and South Carolina Med. Assoc., 
the American Medical Association and the urological 
association, and was a former secretary of the polio 
campaign. 

He was a member of the Benevolent and Protective 
Order of Elks Lodge No. 858, having served for eight 
years as exalted ruler. 

The honorary escort was formed by members of 
the Greenville County Medical Society and the mem- 


bers of Elks Lodge 858. 


DR. R. G. ANDERSON 

Dr. Ruskin G. Anderson of Spartanburg, 53, a past 
president of the South Carolina Medical Association 
died at General Hospital December 30 following a 
brief illness. 

Dr. Anderson was a native of Woodruff, a graduate 
of Furman University and of the Emory University 
School of Medicine. He was a member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology. 


DR. LESLIE HAYS 
Dr. Lesile St. Clair Hays, 72, retired physician and 
surgeon of Clinton died December 28 after several 
years of declining health. 
A native of Clinton, where he spent most of his life 
and founded a hospital, Dr. Hays received his early 
education in local schools. He took a B. A. degree at 
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Presbyterian College in 1906 when he was vale- 
dictorian of his class. 

In 1913 he was an honor graduate of the College 
of Physicians and Surgeons of Columbia University. 
From 1913-15, he was house surgeon at Bellevue Hos- 
pital in New York. The following year he served at 
New York Nursery and Child’s Hospital. 

He founded Hays Hospital in Clinton in 1916 and 
operated it until its sale in 1946. 

He was operating surgeon at the Army General Hos- 
pital in Fort Oglethorpe, Ga., in 1918. He served as 
professor of biology on the Presbyterian College staff 
in 1929-30. 

Dr. Hays represented the alumni on the college 
board of trustees from 1935-50. By request of the 
trustees, he continued for another five years as a 
member of the finance committee. 

His alma mater awarded him the Gold P. as 
“Alumnus of the Year” in 1942. 


COLUMBIA MEDICAL SOCIETY 
RESOLUTIONS ON THE DEATH OF 
DR. THEODORE MARION DUBOSE, JR. 

Dr. Theodore Marion DuBose, Jr. was born in 
Rock Hill, S. C., on November 24, 1886. His mother 
was Mrs. Beverly Means DuBose and his father was 
Dr. T. M. DuBose, Sr., who was also a distinguished 
and much beloved physician. 

Dr. DuBose, Jr. was reared and educated in Col- 
umbia Schools and was a graduate of the University 
of South Carolina. He studied medicine at the Medi- 
cal College of South Carolina in Charleston, gradu- 
ating in the class of 1910 with honors. He served 
with distinction as “Chief of Staff” of Roper Hospital 
interns. After a year at Roper Hospital, he spent a 
year of post-graduate study at the Physicians and 
Surgeons Hospital in New York City. 

Dr. DuBose, Jr. and Miss Sarah Bland Hammond, 
affectionately called “Miss Sally”, were married April 
10, 1912. They were blessed with four gifted and at- 
tractive children. One son, Dr. Hugh DuBose, is an 
active and highly esteemed member of our Columbia 
Medical Society. 

The members of this committee have all known 
Dr. DuBose, Jr. intimately for over 35 years. One, 
Marion H. Wyman for fifty-five years, which includes 
all of his medical life from the day he entered the 
Medical College until his death on November 23, 
1960, the eve of his seventy-fourth birthday. 

Dr. DuBose, Jr. liked the practice of medicine in 
general but he loved obstetrics and the care of infants 
and children. His success is indicated by the love and 
admiration of many thousands of his patients. 

Dr. DuBose, Jr. has been president of the Columbia 
Medical Society and was a member of other local, 
state and national medical associations. He has read 
several medical papers. One, a number of years ago, 
had to do with “Anesthesia in Obstetrics” which re- 
ceived much favorable discussion. He was a charter 
member of the Forest Lake Country Club and was 
made an honorary member of that organization. 
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Dr. DuBose, Jr. was a life-long, loyal member of 
Trinity Episcopal Church. He was always cheerful, 
genteel, gentle, unassuming, unselfish and kind. He 
had an unshakable abiding faith about life eternal. 

Dr. DuBose, Jr. was truly a Christian physician who 
went about doing good and he will be greatly missed 
and long remembered by 
friends. 

THEREFORE, be it resolved that the Columbia 


Medical Society has lost a valuable and beloved 


his many patients and 
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THE AMERICANA HOTEL, 

MIAMI BEACH, FLORIDA 
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Reservation office 


THE AMERICANA HOTEL 


“SMALL VOICE OF CONSCIENCE” 
ANSWER TO VA PROBLEM 


(The following comments were written by Dr. Ben 
Walpole of Houston in response to the contribution 
by Dr. Milton V. Davis of Dallas in the Pro /Con 
section of the August, 1960, Texas State Journal of 
Medicine, entitled “Physician Holds Key in Controlling 
VA Medical Program.” ) 


I read with much interest Dr. Milton V. Davis’ com- 
ments in Pro/Con in the August issue of the Texas 
State Journal of Medicine. I follow each of his argu- 
ments, but not the final conclusion. 


I fail to see how the refusal of private physicians 
to send patients to Veterans Administration hospitals 
could effect a decrease in the in-patient census. All 
the veteran needs to do to circumvent the physician 
who refuses to send him there is to go through the 
admitting office of the VA hospital. Most of the pa- 
tients whom I have treated as private patients who 
have been in VA hospitals at one time or another have 
done just that. 


The only answer is the “small voice of conscience” 
of the individual physician. All decent men and women 
desire only the finest care for the veteran whose dis- 
ability is the result of service to his country. However 
when, as Dr. Davis states, “Regularly 66 per cent of 
in-patients and 85 per cent of patients discharged are 
treated for conditions in no way related to service- 
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member; second, that a page in the minutes of this 
Society be dedicated to his memory; third, that we 
extend to his family our deepest sympathy in their 
loss; fourth, that a copy of these resolutions be sent 
to the family and the local newspapers. 

Respectfully submitted, 

COMMITTEE: 

M. H. WYMAN, M. D. 

J. R. ALLISON, SR., M. D. 

M. E. HUTCHINSON, M. D. 


9701 Collins Avenue, Bal Harbour 
Miami Beach 54, Florida 


Anyone interested in purchasing used medical 
equipment, nearly new, former property of Dr. J. P. 
Killey of Myrtle Beach, please contact: 

Henry C. Heins, M. D. 

59 Bee Street 

Charleston, S. C. 


connected disability,” it becomes a matter of con- 
science for the individual physician whether he will 
aid the widespread philosophy that the government 
owes everyone a living. 

I have known but one physician, who after serving 
for 3 or 4 months as a consultant to the VA hospital 
and who after surveying the situation as described, at 
a time when he himself was under considerable 
financial stress, decided it was contrary to his personal 
ethics to accept money from the government to treat 
nonservice-connected disability patients. He wrote a 
letter to the VA to this effect and resigned. More often 
I have heard physicians cynically refer to the set-up 
in which they accepted remuneration, often with un- 
flattering references to the myriads of so-and-so’s 
cluttering up VA hospital beds and detracting from the 
legitimate care due the real disabled veteran. 

It is indeed a curious turn of thought on the part 
of the VA that the services of a hospital must be ex- 
panded for the maintenance of a residency program. 
The next step will be to inaugurate an obstetrical 
residency on the specious argument that it is necessary 
in order to have a pediatric service. 

All of these things involve much fundamental phil- 
osophy in the retreat from individual responsibility on 
which I could write at length, but it appears that many 
physicians are no less vulnerable to the appeal of 
getting something for nothing than are their equally 
gullible lay brethren. 

—BeEn Wa vpo-e, M. D., Houston 
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Election of Officers 
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FRIDAY, MARCH 31, 1961 
Poinsett Hotel 
(Sessions begin at 1:00 P. M.) 


Jack D. Myers, M. D. 


“Vagaries in the Clinical Picture of Arterio- 
sclerosis.” 


JEREMIAH STAMLER, M. D. 
“Approaches to the Prevention of Coronary Dis- 
ease.” 
J. Scorr Butrerworth, M. D. 
“Aortic Stenosis—Another Great Masquerader.” 


E. STANLEY CrRAWwForD, M. D. 
“Surgical Treatment of Cerebral Arterial In- 
sufficiency.” 
JEREMIAH STAMLER, M. D. 


“Approaches to the Prevention of Coronary Dis- 
” 
ease. 





Evening Session 
Greenville Country Club 
Dinner Meeting with Greenville 
County Medical Association 
Guest Speaker 


J. Scorr Butrerworts, M. D. 
Pres.-Elect American Heart Association 











MARCH 31 





- APRIL 1, 1961 — GREENVILLE, SOUTH CAROLINA 


SATURDAY, APRIL 1, 1961 
Greenville General Hospital 
(Sessions begin at 9:00 A. M.) 


E. STANLEY CRAWFORD, M. D. 


“Surgical Considerations of Renovascular Hyper- 
tension. 


J. Scorr Burrerwortnh, M. D. 


“Limiting Factors in Auscultation and How to 
Overcome Them.’ 


W. Proctor Harvey, M. D. 


“The Systolic Murmur: Innocent Versus Or- 
ganic.” 


Jack D. Myers, M. D. 


“Myocardial Versus Mechanical Factors in Heart 
Disease. 


W. Proctor Harvey, M. D. 
“The Clinical Significance of Gallop Rhythm.” 








PERSECUTION OF THE 
PHARMACEUTICAL INDUSTRY 


Address of Austin Smith, M. D., President 
Pharmaceutical Manufacturers Association 
before the 
Michigan & Wayne County Academies of 
General Practice—Detroit—Sept. 7, 1960 


If your office were located, as mine is, virtually 
within the shadow of the United States Capitol build- 
ing, you might anticipate that the shadow would 
help to cool you in the hot summer days of Washing- 
ton. But somehow, this is not the case, and perhaps 
there are researchers who would be curious about this 
strange antithesis of physical law. The fact seems to 
be that the shadow of the Capitol has served in recent 
months to magnify, rather than to shield the effects 
of the heat on those of us interested in health care. 


If the foregoing seems cryptic, permit me to ex- 
plain. A week ago the 86th Congress concluded its 
formal sessions. The attention it gave to medicine, 
pharmacy and the prescription drug industry in recent 
months has seldom, if ever, been exceeded in any 
similar period. 


I wish I could say that all of the activities of the 
Congress had halted at the end of the formal session, 
but regretfully this is not the case. Unfortunately for 
a number of reasons, Members of Congress and other 
elected officials from some of our states need not 
campaign for victory in the general elections. For 
them it is necessary only to survive the competition, 
if any, in the primary election. Then they are free of 
the activity which at this season begins to encumber 
the vast majority of our legislators. 

Such is the circumstance this morning of the man 
who undertook nine months ago today to “investigate” 
the prescription drug industry. I use this word “in- 
vestigate” in the Senator’s sematic, not my own or 
yours. For our training has led us to believe that an 
investigation is a seeking of fact from which to draw 
a conclusion. However, in at least this Senator’s con- 
cept an investigation is an effort to display certain 
information in order to convince others of a conclusion 
drawn before the investigation begins. The proof of 
my contention lies in the record already drawn in 
this so-called investigation, and which I invite you 
to examine at length elsewhere. In any event, as you 
know, this spurious probe was renewed this morning 
on Capitol Hill with no sign that the pattern would 
differ materially from that indicated in the previous 
7,000 transcript pages of proceedings. I can, if you 
like, save you considerable reading time by telling 
you now what the outcome of the next week of hear- 
ings will be, from the point of view of those in charge 
of it: Antibiotics, the product-type currently being 
scrutinized, are really not so wonderful—they haven't 
cured everything; they cost too much because the 
companies which make them have an annoying and 
archaic custom of paying dividends to their stock- 
holders; discovery of most of them occurred abroad 


or was financed by the federal government; at any 
rate, you can purchase them for much less elsewhere; 
advertising them is expensive and succeeds only in 
brainwashing physicians; and you can save your pa- 
tients a great deal of money if you prescribe them 
according to ther generic name. 


In reverse, I can give you this capsule report of 
what will be ignored: The incalculable conservation 
of lives and productivity which these products have 
helped make possible; the immeasurable incentive in 
the competitive, free-enterprise system which pro- 
duces them and makes them readily available; the 
splendid research which, though costly in failure, has 
determined the identity of useful antibiotics and, what 
is equally as important, the methods to synthesize 
and mass-produce them; that while the price scales 
abroad are indeed somewhat lower, the wage scales 
are much further below those in this country; the 
constant informing of physicians through educational 
and promotional activities of the indications, counter- 
indications, usages of these products; and the fact 
that brand names guarantee the highest standards of 
production, content and effectiveness, for a difference 
in price of not more than pennies. 


But I do not wish to dwell on this subject lest you 
think we in the drug industry have been alone in this 
odd, warm shadow of the Capitol dome. Pharmacy 
had its day in the sun when it rose to support a bill 
to outlaw mail order prescription filling in the District 
of Columbia, which is a focal point of such operations. 
Before the measure had progressed out of committee, 
however, the provision was stricken and the phar- 
macists had to retreat to opposition to the bill be- 
cause of other, negative provisions in it. 

On the brighter side, of course, was the encouraging 
outcome of the classic legislative battle over federal 
assistance for medical care for the aged. You are 
familiar with the fact that certain legislators, un- 
daunted by a contrary vote of the House of Repre- 
sentatives, and the Senate Finance Committee, fought 
unsuccessfully to reinstate a plan of involuntary con- 
fiscation of wages to support an enforced program of 
medical assistance. 


I should pause here to pay tribute to organized 
medicine at work in a citizens’ cause. This was a clear 
example of how a group of people not ordinarily 
active or clamorous in political activity can, on the 
side of right, join with others in an effective expression 
of their views. This was a clean fight—with facts, not 
threats or abuse. Yet this was not the winning of 
any war for the American people; a skirmish, yes; a 
battle, possibly; but a war, no. For this was only an 
episode in the struggle of the Marxes, the Engels, the 
Fabians and their descendants, begun before any of 
us was born. They began this war for classless 
mediocrity, for state control of religion, the means of 
health, the means of production and communication. 
Many skirmishes have been won by the defenders in 
the intervening decades, yet the progress of the battle 
for individual freedom and initiative has not been 
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wholly satisfactory. Nowadays we need only look a 
few miles off the coast of Florida to grasp this point. 

Medicine and its supporting fields have always 
been a major front in this struggle. A favorite argu- 
ment of those who would supplant private institutions 
with state activity and control is, of course, that the 
efforts of the former are “inadequate.” The entire 
field of health research is a striking example of at- 
tempts to apply this argument. 

You gentlemen and your professional forerunners 
from the beginning of civilization have endeavored to 
understand better, and expand your knowledge of, the 
human body and mind. Similarly, though far more 
recently, the industry which I represent has tried to 
provide more specific therapeutic tools. Our objective 
is the same: To improve health. 

As we look back we find that without exception the 
major military episodes in which our nation has been 
involved have spurred us to new efforts and lasting 
achievements. The first mass production of medicine, 
for Washington’s army, began in 1778 at Carlisle, 
Pennsylvania. From the War Between the States and 
the years following, the names of Squibb, Searle, 
Lilly, Abbott, Tilden, Upjohn, Merrell, Wyeth and 
others became familiar. In World War I when im- 
ports were cut off from the leading nation of phar- 
maceuticals, Germany, the modern era of discover, 
synthesis and mass production gained momentum. 

The second World War, of course, saw the de- 
velopment of antibiotics. Parenthetically, I was much 
interested in a recent news magazine article recalling 
that in 1937 a group of scientists attempted together 
to peer 25 years into the future and predict techno- 
logical advances by 1962. Curiously, although there 
were signs to the contrary, the group failed com- 
pletely to foresee antibiotics. It was, we are told, Dr. 
Waksman of Rutgers who finally coined the word 
when he developed streptomycin—while doing re- 
search under a drug company grant—I might add. 

The U. S. pharmaceutical industry, in the develop- 
ment of penicillin and subsequent products, made 
perhaps its greatest contribution to medicine and 
health the world over. This illustrates too the willing- 
ness of this industry to gamble substantial funds in 
projects of uncertain outcome when there may be a 
great gain to humanity. In this case companies 
plunged nearly $23 million into construction of fer- 
mentation plant to meet wartime demands, despite 
the possibility that discovery of a process of synthesis 
would ruin the investment. It marked the beginning 
of a plentiful supply and downward price spiral of 
this medicine. 

It is, of course, not necessary to recite to this dis- 
tinguished audience in detail the achievements which 
have grown from the privately financed research and 
development activity of the U. S. pharmaceutical 
industry. When I appeared in the industry’s behalf 
before the Senate committee last spring, I furnished 
long lists of these achievements for the record. It is 
my hope, though probably a futile one, that the in- 
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vestigating committee will refer to this documenta- 
tion in its final report. 

Today we are crossing the $200 million per year 
mark in the rate of industry expenditures for health 
research and development. We fully expect this rate 
to double in the next ten years. Yet—and here we 
move back again into that not-so-benign shadow of 
the Capitol—we are witnessing the intrusion of the 
federal government in this area on a scale which is 
incomprehensibly massive. 

Let me give you some figures in this connection. 
For the current fiscal year which began this past 
July, the National Institutes of Health, through the 
President, asked Congress for $400 million. It con- 
sidered this amount ample in view of available man- 
power. At this point, however, events took a turn 
seldom observed in the appropriations process. The 
House, acting first, persuaded itself that an additional 
$55 million was required. The Senate Appropriations 
Committee, with an apparent desire for objective 
assistance, named a committee of professional people 
to make recommendations. This committee sought the 
advice of others, including representatives of the 
pharmaceutical industry, and then proceeded to ignore 
the advice offered. 

Thus the so-called Jones Committee Report recom- 
mended $664 million which the Senate promptly 
rubber-stamped. In conference between the House 
and Senate the final agreed appropriation was $560 
million or $160 million more than NIH wanted. 

Why, you may ask, do we assign this Congressional 
activity to the realm of the lengthening shadow? Here 
is one answer: 

“The importance of strong and continued private 
support of science can scarcely be overemphasized. . . 
Private sources of funds in industry, education and 
philanthropy should exercise leadership in under- 
taking the large and imaginative scientific risks so 
necessary for keeping American science in the fore- 
front of the advancement of human knowledge 
As the Federal Government has increased its support 
of science in the last dozen years, there has been a 
hesitancy on the part of corporations and private 
foundations to maintain the level of their contribu- 
tions . . . It would be most unfortunate if this 
hesitancy were to continue or spread . . .” 

Now, those are not our words; they are from the 
President’s Science Advisory Committee. The Presi- 
dent himself, in a message to a symposium on basic 
research in New York City last year, warned that 
“We must recognize the possibility that the Federal 
Government with its vast resources and its increasing 
dependence on science, could largely preempt the 
field or blunt private initiative and individual oppor- 
tunity. This we must never permit. Too much de- 
pendence upon the Federal Government may be 
easy, but too long practiced it can became a danger- 
ous habit.” 

So we have examined briefly some matters of 
interest—mutual interest—that have generated the 


143 











political heat in the health field in a comparatively 
short few months in Washington. Pharmacy lost a 
skirmish. Industry lost one. The medical profession 
won one. Obviously the siege has not been lifted. 
The future depends, essentially, on two things: 
First, the orientation of those who will be elected 
this fall to the executive and legislative branches of 
our national government; and second, the degree of 
responsibility as citizens that will be shouldered by 
the individuals and organizations who comprise the 
health team. The first, obviously, depends in part on 
the second. The visible signs are encouraging. Phar- 
macy, with 110,000 members and through the eleva- 
tion of its professional status and increasing public 


ACCREDITATION FOR NURSING 
HOMES 


Grace Sandstrom Southerland 
Myrtle Beach, 8. C. 


It has been my privilege during the past few years 
to work with the members of the South Carolina Asso- 
ciation of Nursing Home on plans for a Nursing Home 
Classification program. Also during the past year it 
has been my privilege to serve on the American 
Nursing Home Association Volunteer Accreditation 
Committee. As a member of the Governing Council 
of the American Nursing Home Association repre- 
senting South Carolina members, I was able to pool 
my state’s urging for the program with the growing 
interest and demands of other states. This combination 
of voices was heard. It is now strong, forceful, and 
aggressive. The Committee anticipates that early in 
1961 the Program will be ready for final publication. 

When it became evident that a national program 
could be developed and put into motion, the state's 
classification program was held in abeyance until the 
mechanics of the national program could be an- 
nounced. This delay will prevent overlapping of state 
committees, which can now begin to operate with a 
single unified purpose—the administration of a state 
program compatible with the requirements of the 
national program. The ANHA Accreditation Program 
tentatively provides for a State Advisory Council made 
up of one representative from each major health or- 
ganization, i.e. State Medical Society, State Hospital 
Association, etc., and other agencies vitally interested 
in the standards of care provided in Nursing Homes. 
This Council shall act in an Advisory capacity only. 
The plan also provides for a State Accreditation Board 
which shall be made up of four elected members of 
the State Advisory Council and the three Nursing 
Home Administrators who represent the Nursing Home 
profession on the Council. 


The purposes of the program are stated simply and 


services, is increasingly more effective. The industry, 
with its 180,000 employees and 2,430,000 owners, is 
an awakening and potentially great force. The medi- 
cal profession already leads in its citizenship 
sophistication. Others will follow these examples. 

I think that by now we have learned to anticipate 
assault rather than to be taken by surprise and forced 
to retreat each time. This means we can take the 
offensive. Our goal is the victory of a way of life. 
Our tactics involve better communications among 
ourselves, mutual assistance, and the presentation of 
facts to the public which will permit opinion to take 
care of itself. This is our job. Let’s stay on it. 


meaningfully in the Foreword to the Program. Those 
purposes are as follows: 

To conduct a survey and accreditation program 
which will encourage the establishment and improve- 
ment of nursing homes and related facilities. 

To recognize and encourage establishment of certain 
basic principles of organization and administration for 
efficient and kindly care of patients and guests. 

To determine the maintenance of essential services 
through the coordination of efforts of the health pro- 
fessions and the administrators of said facilities. 

To recognize compliance with standards by issuance 
of certificates of accreditation. 

The evaluation of nursing homes will include close 
attention to the following items: The physical plant, 
the qualifications and education of the administrator, 
personnel policies, officer manager and administrator 
relationships. It also delves into medical and nursing 
care, records, restorative measures, the provision for 
proper care of drugs, and the products of the dietary 
department. Housekeeping, sanitation, and _ safety 
measures are also considered. 

Nursing Home Administrators appointed to serve 
on the Volunteer Accreditation Committee by ANHA 
President Florence Baltz early in 1960 were profes- 
sional Nursing Home Administrators with experience 
and training in various phases of the Nursing Home. 
Each member has had five or more years experience 
in the Nursing Home administrative field. Medicine, 
professional nursing, and practical nursing, were 
represented, as well as medical social work and busi- 
ness administration, in the background training and 
experience of the committee members. 

Elmer C. Kocovsky, M. D. of Wanwatosa, Wis- 
consin, has served as Chairman of the Committee. 
Under Dr. Kocovsky’s able and wise leadership the 
committee has accomplished a great deal in a 
relatively short period of time. Dr. Kocovsky’s re- 
appointment as Chairman of the Committee for 1961 
has been announced by President-Elect Alton Barlow. 
Your reporter's reappointment has also been an- 
nounced. 
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Extensive clinical experience in the United 
States and Europe demonstrates that Lomotil 
provides prompt and positive symptomatic con- 
trol of diarrhea. 

Lomotil possesses a highly efficient antiperi- 
staltic action. It controls diarrhea with few or 
none of the undesirable side effects of many 
other commonly used antiperistaltic agents. 

In the control of diarrhea, Lomotil offers 
safety, efficacy and greater convenience. 
DOSAGE: The recommended initial dosage for 


adults is two tablets (2.5 mg. each) three or four 
times daily, reduced to meet the requirements 
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of each patient as soon as the diarrhea is under 
control. Maintenance dosage may be as low as 
two tablets daily. Lomotil, brand of diphenoxy- 
late hydrochloride with atropine sulfate, is sup- 
plied as unscored, uncoated white tablets of 2.5 
mg., each containing 0.025 mg. (14400 grain) of 
atropine sulfate to discourage deliberate over- 
dosage. 

Recommended dosage schedules should not 
be exceeded. 


G.D. SEARLE «& co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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THE MANAGEMENT OF FRACTURES AND 
SOFT TISSUE INJURIES, by the Committee on 
Trauma, American College of Surgeons, based on 
“Outline of Treatment of Fractures”, seventh edition; 
and “Early Care of Soft Tissue Injuries”, 
edition, W. B. Saunders & Company, Philadelphia 
and London, 1960. 359 pages. Price $5.00. 

This small book is truly a compendium on the sub- 
ject of trauma. In the most concise way, the entire 
scope of traumatology is covered. The illustrations 
leave something to be desired, but are relatively un- 
important as related to the general content. 

The reviewer considers this book “a must” for every 
medical student. Whether the individual be medical 
student, intern, general practitioner, general surgeon, 
or in any branch of specialized surgery, he should be 
conversant with the contents of this book. 

Highly recommended. 


second 


Francis H. Gay, M. D. 


PROGRESS IN THE TREATMENT OF FRAC- 
TURES AND DISLOCATIONS 1950 - 1960 by 
Thomas B. Quigley, M. D. and Henry Banks, M. D. 
W. B. Saunders Company, Philadelphia, 1960. Pp. 102. 
Price $2.50. 

This is a short, well written and interesting com- 
posium on the treatment of fractures and dislocations. 
The bibliography of 426 articles on these subjects 
covers a ten year period between 1950 and 1960. The 
book is primarily an analysis of significant articles in 
the literature over this ten year period. The authors 
draw conclusions as to the apparent most efficacious 
methed of treatment of these various injuries. The 
recommendations are sound from an_ orthopaedic 
standpoint and generally represent accepted methods 
of treatment of the various injuries described. 

This book is not simply a condensation of articles 
such as “The Year Book of Orthopaedic and Traumatic 
Surgery” but actually represents analysis of the 
bibliography by the authors who draw definite con- 
clusions. 

This book presupposes a fundamental knowledge of 
bone and joint surgery. I feel that it would be inter- 
esting and informative to all who are called upon to 
treat bone or joint injuries. 


B. L. Freeman, Jr., M. D. 


BELOVED PROFESSOR: LIFE AND TIMES OF 
WILLIAM DODGE FROST, by Russell E. Frost. 
Vantage Press, New York, 1961. Price $3.75. 

This is a rather long, detailed, and occasionally 
somewhat disjointed account of the life of William 
Dodge Frost, University of Wisconsin bacteriologist, 
active worker against tuberculosis, vigorous exponent 


of public health, and engaging personality. The book 
traces his career from his very early days on the 
Minnesota prairie to the period of his eminence in 
Wisconsin affairs. 

Written by the son of the subject, this book seems 
to be more suited to an audience of friends and con- 
nections, students and associates of Dr. Frost than it 
does for general medical readership. 

JIw 


ILLUSIONS AND DELUSIONS OF THE SUPER- 
NATURAL AND THE OCCULT. D. H. Rawcliffe. 
Dover Publications, Inc., New York, 1960. Price $2.00. 

Scientific as we may think we all are, many of us 
have been puzzled by the apparently supernatural 
occurrences which have been reported over the years 
and which recur from time to time. While we have 
probably not accepted them as anything but natural 
explicable phenomena, we have not been aware of 
the mechanisms behind many of them and probably 
have harbored a little bit of doubt that perhaps there 
might, after all, be something extraordinarily puz- 
zling. Even currently the experiments in extra-sensory 
preception, so called, and similar activities stir up a 
great deal of interest in the public and it is not un- 
likely even in our profession. 

This book, published some time ago, has been 
brought out in an inexpensive edition entirely un- 
altered. It covers such subjects as hypnotism, crystal 
gazing, automatic writing, werewolves, fire walking, 
the Indian rope trick, and so on. Even if our scientific 
skepticism has kept us from thinking seriously about 
the occult basis for these phenomena, the book offers 
informative reading for all who have any interest in 
such matters. It is well printed and illustrated and 
offers at small expense a fund of fascinating informa- 
tion. 

JIW 
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